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Are you coming ? 
to the 


FOURTH INTERNATIONAL CONFERENCE OF THE 
NURSES’ CHRISTIAN FELLOWSHIP INTERNATIONAL 


NYBORG STRAND, DENMARK 
JUNE 9-18, 1961 


The Hotel being used for the Conference is one of the most modern in Denmark and 
the is the largest conference Hotel in the country. Nurses are expected from all over 
world. 


Full information obtainable from: The Secretary, Nurses’ Christian Fellowship 
International, 280, St. Vincent Street, Glasgow, C.2., Scotland. 
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ICN Twelfth Quadrennial Congress 


MELBOURNE, APRIL 17—21, 1960 
PROVISIONAL PROGRAMME 


Monday OFFICIAL OPENING SESSION 
His Excellency, Lord Dunrossil, Governor-General of Australia 
will open the Congress at noon on Monday, April 17, accompanied 
by Lady Dunrossil, Patron of the Congress. 


Addresses of Welcome Roll Call of Nations Represented 


GRAND COUNCIL MEETING—First Session 


Presidential Address—Miss AGNES OHLSON 
General Secretary’s Report—Miss D. C. BRIDGES 
Hon. Treasurer’s Report—Miss M. J. MARRIOTT 


Government Reception for Grand Council 


Tuesday GRAND COUNCIL MEETING—Second Session 
Reports on the work of the nine ICN Committees, followed by recommendations, 
discussions and resolutions. 


R.A.N.F. Reception for Grand Council 


Wednesday GRAND COUNCIL MEETING—continued 


Election of Hon. Officers 1961 to 1965 
Date and place of next Grand Council and 13th Quadrennial Congress 


R.A.N.F. Buffet Banquet for all Congress participants 


Thursday OPENING SESSION OF TWELFTH QUADRENNIAL CONGRESS 
Theme: ** Wisdom—and Guidance through Professional Organisation ”’ 


Speakers:—Dr. MARIE JAHODA, pu.pv., Social Psychologist and Author 
Miss ALICE GIRARD, M.A., R.N., Past-President Canadian Nurses’ Association 


Professional Visits in Melbourne 


Conference for Editors of Nursing Journals Free for other Congress participants 
Business Meeting for Student Nurses 


Friday SECTIONAL MEETINGS 
A. Nursing Education Chairman, Miss Ruth Sleeper, U.S.A. 


“* The Responsibility of a Professional Nurses’ Association for the improvement 
of Nursing Education ”’ 
Speaker:—Miss Barbara Shield, Australia 


‘** Organisation for Nursing Education related to Changing Trends in Medicine 
and Public Health” 
Speaker:—Miss Muriel Powell, Great Britain 
** Planning for the Future—The Need for Research” 
Speaker :—Miss Ellen Broe, ICN Education Division 
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B. Nursing Service Chairman, Mrs. B. A. Bennett, Great Britain 
** Administration for Nursing Service” 
Speaker:—Miss Audrey Orbell, New Zealand 


‘Meeting the Changing Needs of the Community for Nursing Care” 
Speaker :—Miss Gladys Peake, Chile. 


“The Responsibilities of a Professional Nurses’ Association for the improve- 
ment of Nursing Service” 
Speaker :—Miss Frances Beck, Director, ICN Nursing Service Division 


C. Economic Welfare, Chairman, Miss F. N. Udell, Great Britain 


“The Responsibility of a Professional Nurses’ Association for Economic Welfare” 
Speaker :—Miss Winifred Train, New Zealand 


** Problems to be overcome in Establishing an Economic Programme ” 
Speaker:—Miss T. K. Adrauvala, India 


“‘ International Aspects of an Economic Welfare Programme 
Speaker :—Miss Margrethe Kruse, Denmark 


D. Public Relations, Chairman, Miss Ella Best, U.S.A. 
“Interpreting Nursing to the Community ” 
Speaker:—Miss Margaret Mitchell, Australia 
*‘ Establishing good Relations with the Press and other Media and with the 
Public through such Media ” 
Speaker :—Miss Pat Jarrett, Women’s Editor, Sun News Pictorial, Melbourne 
“Means of Communication within the Profession, between Nursing and other 


Professions, and between Nursing and other Occupational Groups ”’ 
Speaker :—(awaiting confirmation) 


“The Responsibility of a Professional Nurses’ Association for good Public 
Relations ” 


Speaker :—Miss Margaret E. Kerr, The Canadian Nurse Journal 
ADMISSION CEREMONY OF NEW MEMBER ASSOCIATIONS 


Saturday FILMS 
Presentation of Section Reports 
CLOSING SESSION OF CONGRESS Summing-up by Dr. Marie Jahoda 
The “Watchword” given by retiring President Address by newly elected President 
Resolutions Votes of Thanks 


Nurses who are members of a National Nurses’ Association which is in membership with ICN 
are eligible to attend if they apply through their National Association before the closing date. 


The five appointed delegates of each National Nurses’ Association form the Grand Council 
of the ICN, with power to vote. 


_ __ Presidents of National Associations are members of the Board of Directors which will meet 
in Wellington, New Zealand, from April 10—12. The Board will meet under newly elected officers 
in Melbourne on April 24. 
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From ICN House... 


URSES in many countries will have learnt of the death, on November 7, of Dame 

Ellen Musson, D.B.E., R.R.C., LL.D., with a sense of personal loss. She was a 

great nurse and one of the pioneers who thought and worked untiringly to build 
well for the future. 


A colleague of many years writes : 


‘ Dame Ellen Musson was one of the most outstanding of a group of eminent nurses in 
the United Kingdom who, in the early years of this century, fought for and obtained 
legislation for the nursing profession. The Nurses Registration Act 1919 was the 
foundation which made possible much of the later development and progress. 


It has been truly said of Dame Ellen that she was a woman of undeviating 
integrity, who by her wisdom, ability and exceptional brain power contributed much 
to nursing. 


She was the first nurse to be elected Chairman of the Genera] Nursing Council 
for England and Wales and her innate dignity accorded well with the position of head 
of the statutory body of the nursing profession. She conducted the affairs of the 
Council with wisdom and high ability and with absolute impartiality. In all her 
dealings justice was tempered with mercy. The fact that Dame Ellen was re-elected 
Chairman each succeeding year until she resigned in 1943 speaks for the regard in 
which she was held by her colleagues on the Council. 


It was natural that a nurse of Dame Ellen’s outstanding attainments should be 
predominant in any undertaking affecting the advancement of nursing and the 
betterment of nurses. Her interests and activities were widespread; she spared no 
effort toward improving the interests of such organizations as the National Council 
of Nurses and took an active part in the establishment of the Royal College of Nursing 
with which she always remained in close association. 


Dame Ellen’s interests were not confined to nursing in the United Kingdom. 
She made an outstanding contribution to the International Council of Nurses as 
honorary treasurer an office she held for over 20 years, during which time she became 
known to nurses all over the world and gained their high regard. She was keenly 
interested in the development of nursing in other countries and she derived particular 
pleasure from meeting colleagues from many parts of the world and in discussing 
common problems and interests. 


As an officer of the ICN Dame Ellen was in a position to bring her able brain and 
great wisdom to bear upon many important matters. Her clarity of mind was of the 
greatest assistance in assessing a position and in helping to reach a solution. Dame 
Ellen regarded her guardianship of the funds of the ICN as a trust and she gave the 
most meticulous attention to every detail of the work. 

Those who had the privilege and good fortune to be closely associated with 
Dame Ellen throughout many years will ever remember her with admiration, affection 
and gratitude as a fine woman of outstanding qualities of leadership with which were 
combined a warm heart and ready sympathy. 

We mourn the passing of a very dear friend.’ 

G.E.D. 
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CONGRESS PARTICIPANTS 


The Preliminary Programme of the Congress appears in this Review and nurses 
planning to attend will be glad to learn that arrangements have been made for special 
services to be held in Melbourne on Sunday, April 16, at 3 p.m., both in St. Patrick’s 
Roman Catholic Cathedral, and in St. Paul’s Church of England Cathedral. 


Participants wishing to undertake observation visits before or after the Congress 
are advised as follows :— 


Visits in Australia. Nurses should apply through their national association to 
the Royal Australian Nursing Federation (R.A.N.F.). 


Visits in New Zealand. Apply to the New Zealand Registered I Nurses’ Associa- 
tion, P.O. Box 2128, Wellington, New Zealand. 


Visits in USA. Those hoping to visit the USA should apply immediately to 
their own national nurses association. 
The American Nurses’ Association has stated that observation visits can be arranged 
in the following cities:—Boston, Massachusetts; New York City and Rochester, 
New York State; Pittsburgh and Philadelphia, Pennsylvania; Washington, D.C.; 
Chicago, Illinois; Denver, Colorado; San Francisco, California; and Honolulu, 
Hawaii. 


SEMINAR IN LAHORE 


Miss Frances S. Beck, Director, I.C.N. Nursing Service Division, flew to Lahore 
on November 20th to attend the Regional Nursing Seminar organised by WHO 
Regional Office for the Eastern Mediterranean. Miss Beck will be away until the end of 
December and plans to visit also nursing centres in Teheran and Tel-Aviv, where she 
will visit the headquarters of the National Association of Nurses in Israel. 


TWO NEW PUBLICATIONS 


We are pleased to announce the publication of the ICN/FNIF Delhi Seminar 
Report, Learning to Investigate Nursing Problems. This is the complete report of the 
Seminar, including the papers given and the reports of the participants on group work. 
It is available from ICN House, price 18s. Od. 


Available in December will be the new publication JCN Basic Principles of 
Nursing Care, prepared by Miss Virginia Henderson, R.N., M.A., Research Associate, 
Yale University School of Nursing, for the Nursing Service Committee of The 
International Council of Nurses, price 3 shillings sterling, or $0.50, for single 
copies; bulk orders can be supplied with invoice, plus cost of postage. 


Extracts from this booklet appear on page 8. This new booklet will undoubtedly 
be of value in whatever country the individual nurse is working. 
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ICN Basic Principles of Nursing Care 


The following extracts will indicate some of the thoughts put forward, and their inter- 
pretation into effective action, in this simple yet profound study of basic nursing :— 


* The activities of which basic nursing is composed have their origin in universal 
human needs anc the nurse’s continuous interpretation of the way in which these 
needs are modified by the particular state of the person she serves. 


* Basic nursing care applies to any setting—home, hospital, school. . . as described 
here it is designed as a guide for the midwife attending a healthy mother, the nurse 
in a psychiatric service where many patients are physically capable of self care as 
well as for the nurse in a unit for major surgery where patients are, at least for a brief 
period, extremely dependent physically. 


* The physician is regarded as pre-eminent in diagnosis, prognosis, and therapy; 
these are his unique functions. Wherein lies the nurse’s pre-eminence? ... No 
matter how highly developed the team approach and how many functions the members 
of the team may have in common, each wants a particular or unique function. 

It is with this essential or unique function of the nurse, this function she can 
perform on her own initiative, and in which she is pre-eminent that we are concerned. 


* No matter how wise she is nor how hard she tries, the nurse can never fully 
interpret or supply all another person requires for his sense of well-being. She can 
only assist him in those activities contributing to that state which means health— 
to him, or recovery from disease—to him, or what is—to him—a good death. 


*% The more one thinks about it the more complex the nurse’s function, as so de- 
fined, proves to be... She is temporarily the consciousness of the unconscious, the 
love of life for the suicidal, the leg of the amputee, the eyes of the newly blind, a means 
of locomotion for the infant, knowledge and confidence for the young mother, a 
* mouthpiece ’ for those too weak or withdrawn to speak. . . 


* Nursing personnel, because they are with the patient day and night, have the 
best chance to find out what help the patient wants from others and what conflicts 
arise out of hospital routines. The wider the nurse’s knowledge of religions, the 
greater her faith in its healing power, the more highly developed she is spiritually, 
and the broader her tolerance for all types of faith, the greater will be her service to 
patients. 


* The nurse, more than any other medical worker, can make the patient’s entire 
experience with illness an opportunity to learn to live more fully. 


* Assessment of patients’ needs demands, among other things, sensitivity, know- 
ledge and judgment and the modifying of nursing procedures, even simple ones, 
according to the individual needs of the patient, often requires a high degree of 
competence. We stress that while giving basic nursing care the qualified nurse has 
an opportunity to listen to the patient or client, to identify with him and his family, 
to assess his needs and to build up the helpful personal relationship essential to the 
most effective nursing. 

Available from ICN Headquarters—see previous page. 
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Yurses Under Stress 


URSES experience a great deal of stress in their work. This may seem so 

obvious as hardly to merit comment. For nurses confront suffering and death 
as few other people do. They work with ill people also under stress. They face 
heavy demands for pity, compassion and sympathy. They are often expected to 
do the impossible in the way of providing comfort or cure. Many nursing tasks are, 
by ordinary standards, disgusting, distasteful and frightening. Physical contact 
with patients may be over-stimulating and disturbing. Patients are sometimes difficult 
and nurses find themselves getting irritable or resentful. Such feelings seem unworthy 
of their profession and arouse guilt and anxiety. Indeed, there is no scarcity of 
situations which expose nurses to stress. 


However, the fact that nurses are in a stressful situation is not a sufficient 
explanation of why they actually experience so much stress. 


We have noticed stress among nurses with whom we have worked in hospitals 
and elsewhere. They have made frequent references, when they have talked to us, to 
such feelings as worry, fear, guilt, depression, shame, embarrassment, strain, distrust, 
disappointment. In addition they have behaved in ways which were familiar to us 
in situations where people experience stress. Further, wastage among student nurses 
is heavy, many do not complete their training. Sickness rates among nurses are 
high, mostly through minor illnesses requiring only short spells of absence from 
duty. Social and medical research strongly suggests that such phenomena are an 
expression of a disturbed relationship between people and the organization in which 
they work, and are connected with stress. Such feelings may arise even when people 
have a good deal of satisfaction in their work, as nurses do. 


Stress seemed to us, therefore, to be a problem of the profession arising from the 
professional situation, rather than a matter of the individual nurse’s personality. We 
were recently in a position to study the professional problem in some detail and set 
ourselves the task of trying to account for the stress, in the hope that this might 
indicate steps which could be taken to change the professional situation and so relieve 
stress. 


One must consider how nurses deal with stress. Readers will be familiar with the 
concept of psychic defence-mechanisms which people use to protect themselves 
against disturbing emotional experiences. A nurse, like everyone else, has her 
personal defences, but these were not our concern. However, social organizations 
as such also develop defence mechanisms, that is, established methods of helping 
their members deal with disturbing emotional experiences, methods which are built 
into the way the organization works. This is an extension of the familiar idea that a 
social organization: must work in such a way as to provide adequate psychological 





The author of this study is Miss Isabel E. P. Menzies of the Tavistock Institute of 
Human Relations, London, England. 
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satisfactions for its members as well as performing its tasks with a reasonable 
efficiency. We could presume, therefore, that a hospital nursing service would have 
set up social defences to protect its members against the stress arising from their 
work, although this would not have been the result of an explicit decision. 


Since we were studying professional stress, we felt that the investigation of these 
social defences was our legitimate concern. We examined the way the service worked 
with a view to evaluating the protection it gave against stress, while facilitating also 
the performance of the tasks of patient-care and nurse-training. This involved 
considering such questions as how the service was organized, how the task of patient- 
care was actually carried out; what sort of behaviour was prescribed for nurses; 
traditional attitudes to work, patients or colleagues; and inter-personal relationships 


EXAMPLES OF SOCIAL DEFENCES 


Selecting some of the more important and typical features, I will confine myself 
mainly to phenomena within the nursing service, although I am aware that there are 
other important relationships, notably with doctors. 


Nurse-patient relationships. The core of the anxiety lies in patient-care and in 
the relationship with the patient. An examination of the ways in which the nursing 
service mediates the relation between patient and nurse, formally and informally, 
shows that they reduce the impact of patient on nurse and offer some protection from 
the subsequent anxiety. In general, the organization of the nursing service militates 
against close and prolonged contact between the individual patient and nurse, although 
nurses often want such contact and teaching emphasizes its importance. In a typical 
ward a group of about eight to ten student nurses with a sister and staff nurse look 
after about thirty patients. Consequently, the student nurses, and indeed the qualified 
nurses also, perform a few tasks for each of a fairly large number of patients and 
it is difficult to establish close personal contact. The service also reduces in various 
ways the direct impact of person on person. This amounts to a sort of de-personalizing 
of both nurse and patient. Patients tend to be described by bed numbers or illnesses. 
Nurses deprecate this practice and senior nurses teach emphatically against it, but 
the practice continues by custom because it alleviates stress. Nor is it easy to learn 
the names of patients, especially on large wards with rapid patient and nurse turnover. 


A common attitude among nurses shown in behaviour rather than words is that 
any patient is the same as any other patient. On the positive side, this implies that 
all must receive the same careful nursing. As a corollary, it implies that personalities 
should not matter, nor be taken overmuch into account. This implication is being 
fought, but persists. Preferences for particular patients or even types of patient 
are discouraged and nurses find it hard to admit to them. 


Much the same ‘ de-personalization ’ is true about nurses. They are treated as 
* categories ’, e.g., second year, rather than as individuals. Duties, responsibilities 
and privileges are, on the whole, accorded to categories rather than to individuals 
with their own capacities and needs. If all patients are the same, and all nurses are 
the same, at least by seniority, it follows that is should not matter to the patient which 
nurse or how many nurses nurse him, or to the nurse which patient she nurses. The 
nursing service functions as though this were true, although both patients and nurses 
know it is not. Patients are nursed by many nurses at one time, and even more over 
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a period of time. The nurses’ uniforms, besides having practical functions, emphasize 
role over person and are a symbol of an expected inner and behavioural uniformity; 
the expression of the nurse’s individuality in work is discouraged. The nurse tends 
to be an agglomeration of nursing skills of a certain level depending on her phase of 
training, rather than a person doing a job according to her own capacities and skills. 

The nursing service also helps in achieving detachment from patients, a necessary 
objective for all professions working with people. Thus, student nurses were constantly 
being literally ‘ detached’ from one work-situation, their colleagues and patients, 
and sent to another, as though these should not matter. In time, one could say they 
learned by bitter experience not to become too ‘ attached’ because that made the 
distress of constant parting too severe. The nursing service, as such, seemed to act 
as though that kind of ‘ detachment’ was helpful, although most individuals were 
well aware of its painful effects and disliked it. 

The nursing service tries, therefore, to protect nurses from stress by fostering 
nurse-patient relationships which are often short and always rather tenuous. This 
does not prevent nurses from suffering great distress on occasion. Warm personal 
feelings still develop between nurses and patients; nurses care deeply about the 
welfare of their patients. They can be very upset by what happens to patients, by 
deaths, doctors’ or nurses’ mistakes, pain and emotional stress. Such feelings are 
hard to bear. There are certain accepted attitudes and behaviour in relation to such 
distress, at least while the nurse is on duty and in a working relationship with close 
colleagues. The emotional disturbance is denied as far as possible, and dealt with by 
brisk, though kindly, remonstrances of the ‘ pull yourself together ’ variety. Expres- 
sions of strong feelings are discouraged. Comfort, reassurance or help from an 
understanding colleague or superior in the work-situation are not usual, although 
nurses give each other much support in off-duty friendships. This learned attitude 
of denial of stress offers some protection against its conscious experience. Further, 
the restraint on expressing feelings offers some protection against spread of the distress 
among nurses who work closely together. 

Decision making. Making decisions is always stressful because it implies making 
a choice between alternative courses of action and committing oneself to one without 
full knowledge of the outcome. The resultant stress is likely to be particularly 
acute when decisions directly or indirectly affect the well-being, health or even life 
of patients as many nursing decisions do. The nursing service seems to offer some 
protection against such stress by reducing the number of theoretically possible decisions 
that must actually be made, and substituting precise instructions. Nurses are 
implicitly or explicitly forbidden to make decisions about certain things. 

The reduction of decisions has been carried farthest in the work of the student 
nurse. Very precise instructions are given about the order and timing of her tasks, 
and the way they must be performed. The service expects her to follow these instruc- 
tions exactly: she must not, for example, decide that a change in the work-load of 
the ward merits a change in the order of her tasks or even the omission of some less 
necessary tasks. Similar attempts have been made to eliminate decisions made by 
senior staff, although this has inevitably not been carried so far, since their roles are 
more complex and precise instructions less possible. For example, they are not 
expected to decide what each student can and should do. This is determined by her 
category except in unusual circumstances. 


When decision-making cannot be avoided, several techniques are used, both 
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formally and informally to minimize their impact on any one person. Decisions 
are checked and counter-checked as are the executive actions consequent on decisions. 
Consultation about decisions is a deeply engrained habit. This is not only true of 
certain obviously dangerous procedures such as the administration of dangerous 
drugs. It affects all kinds of decisions, including many that are neither important 
nor dangerous. 


Responsibility. Taking responsibility may be satisfying and rewarding but 


always involves some conflict. Nurses experience this conflict acutely. The ' 


responsibilities of the nursing profession are heavy and nurses usually have a strong 
sense of personal responsibility. They often discharge their responsibilities at 
considerable personal cost. However, the very weight of the responsibility makes 
it difficult to bear consistently over long periods and nurses are sometimes tempted 
to escape from it, and to behave irresponsibly. 


We have observed a customary but implicit technique through which nurses 
handle the painful conflict over responsibility, a technique learned by new nurses 
as they fit into the context of the hospital, its expected attitudes and behaviour. 
Briefly, this amounts to turning the personal conflict into an inter-personal one: 
nurses tend to refer to nurses junior to themselves as ‘ irresponsible ’, and they treat 
them as though this were true. On the other hand, most nurses refer to themselves 
and their seniors as ‘ responsible ’, the implication being not only that they are more 
responsible than their juniors now, but always have been. In addition, they tend to 
regard seniors as unduly harsh disciplinarians, an accusation against senior staff 
which is familiar from many nursing investigations. 


What happens seems to be a kind of psychological ‘ tidying-up ’ through which 
one’s own irresponsible impulses and those of one’s equals and superiors are not 
perceived where they really are, but are attributed to juniors. Thus, one need not 
feel unduly guilty or critical of oneself, but can take action to discipline the ‘ irres- 
ponsible’ juniors. Likewise, one’s own burdensome sense of responsibility and 
often harsh self-criticism are attributed to seniors. One thus expects to be criticized 
harshly by seniors and may behave so as to provoke their criticism, but one avoids 
some painful self-criticism. This makes for rather tense relations between categories 
of nurses, but spares each individual a good deal of her personal conflict. 


In a more formal sense, the burden of responsibility is avoided by a considerable 
vagueness in the definition of responsibilities throughout the nursing hierarchy. The 
student nurses’ task-lists look very specific, but students often exchange task-lists 
and not infrequently have two in the course of a single day, since nurses come on and 
go off duty at different times. So it becomes difficult to find out who has done or 
even who should have done what, and who is responsible for its being well or badly 
done. It is possible to be increasingly less specific about responsibility as the roles 
become more complex, and as the actual responsibilities become heavier. This 
prevents responsibility from falling fully and clearly on one person and protects 
nurses against the resultant confict. 


There also seemed to be a tendency to force responsibilities upwards through the 
nursing hierarchy, to try to hand over responsibility to people who are older or more 
experienced, and who, because of the customary attitudes to seniors, are regarded as 
‘more responsible’. This seems to result in senior nurses having actually less 
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responsibility than would be expected from comparing their hierarchical positions 
with similar positions in other organizations, and from an estimate of their personal 
capacities. Many nurses are better than their jobs. 


Resistance to Change. Like decision-making change arouses stress, since it 
implies giving up a familar present for a relatively unknown future. The nursing 
service seems to deal with this by avoiding change wherever possible and clinging to 
familiar ways of doing things, even when they are becoming demonstrably inap- 
propriate. The case of student allocation is an example: the old method has long been 
a source of stress. The introduction of the National Health Service and radical changes 
in medical practice have greatly changed the demands on the nursing service. It is 
surprising to an outsider how little the service has changed to meet them. Indeed, 
if anything, the service has tended to stick more firmly to existing practices whenever 
possible, almost one feels, as a counterbalance to changes which could not be avoided. 


COMMENT ON THE SOCIAL DEFENCES 


I will now consider why the social defences described above were inadequate, 
as shown by the persisting unduly high level of stress. It is characteristic of this 
social defence-system to protect the individual against stress by helping her to avoid 
situations, events, tasks, and relationships which are likely to cause stress. 


It has long been known that the individual whose psychic defences are based on 
evasion remains a prey to emotional disturbances and is vulnerable to stress. He 
cannot experience painful feelings fully enough and cannot, therefore, discharge 
them. On the other hand, the person who can face painful feelings and difficult 
situations more fully, grows in psychic strength. He can understand better the nature 
of the stress and of the situations which evoke it. He can reduce the degree of stress 
by developing greater capacity to deal with stressful situations. 


A member of an organization which relies heavily on evasive social defences 
is in much the same plight as an individual who uses evasive psychic defences. This 
is the situation of the nurse. While on duty, she has little choice but to accept 
protection against stress by evasion, since her attitudes and behaviour while on duty 
must conform closely to those required by the service, implicitly or explicitly, formally 
or informally, i.e., she must accept the social defences and use them as her own. For 
example, she is not free to decide that she will nurse only a few patients and abandon 
her task-list in order to deal more directly with stress in patient-relationships. The 
evasive social defence-system actually inhibits the development of the nurse’s capacity 
to deal with her stress and to experience it less acutely. An example may make the 
point clear. A student nurse is ‘ protected ’ against the stress arising from decision- 
making by having the decisions she is allowed to make reduced to a minimum. This 
deprives her of many opportunities to learn how to make decisions effectively, to 
test them out and to experience their consequences. This slows down the development 
of her skill in making decisions and inhibits reduction of stress through the reassurance 
of decisions well-made and growing confidence in the skill to make them. Instead, 
since decisions cannot always be eliminated, especially at more senior levels, nurses 
come to face them without sufficient assurance from experience that they can make 
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effective decisions and stress continues. One has the impression that few nurses are 
really secure about their ability to make wise decisions. In other words, one may say 
that the social defence-system protects nurses, to some extent, from current 
experiences of stress, but only at the expense of its more permanent reduction. 


Over-protection. One may indeed postulate that in some ways the social defence- 
system is over-protective. For example, there seems little doubt that many student 
nurses could take and enjoy more responsibility than the service now allows. To 
give point to this it may be necessary to clarify what is meant by responsibility. It 
seems that in nursing circles a ‘ responsible’ student nurse is one who loyally and 
faithfully carries out her prescribed tasks. This is a departure from ordinary usage 
where responsibility is closely linked with using discretion, i.e., a ‘ responsible’ 
person is one who is capable of using discretion wisely in doing his job, ‘ discretion ’ 
being just what the student nurse may not use. Many student nurses are capable, 
given appropriate help, of making, maintaining and enjoying continuous relationships 
with patients. They want to do this and are taught it is desirable, but the system of 
work organization prevents their doing it. 


People do not always like being spared difficulties. Rather it is true to say that 
people enjoy facing them and enjoy and need the challenge they present, provided 
the difficulties are not beyond their capacities. Success can be a great reassurance. 
The over-protection makes it impossible for many nurses to deploy fully in their jobs 
their personal capacities and professional skills, and experience real success. Indeed, 
the more mature and capable the nurse, the greater the problem. Nurses feel guilty 
and anxious about it. Thus, the ‘ over-protection’ built into the social defence- 
system itself evokes stress. 


Service-determined inefficiency. There are other ways in which the service 
itself gives rise to stress. For example, it is not very efficient as a method of organizing 
work. Similar phenomena are to be observed in other kinds of social organizations. 
They stem from the fact that in establishing a way of operating, a social organization 
cannot be concerned only with efficiency, i.e., with finding the best way technically 
of doing its task, but must take into account, if only implicitly, the psychological 
needs of its members. Because of the high element of real danger in the nursing 
situation, care for the psychological needs of nurses tends to play a relatively large 
part vis-a-vis technical efficiency in determining the structure and method of function- 
ing of the service. Some efficiency has had to be sacrificed, though not by conscious 
decision, to evasion of anxiety. Inefficiency in this sense is determined by the 
organization and is not a matter of an individual behaving inefficiently. Indeed, 
people who are behaving in one sense ‘ efficiently ’, i.e., carrying out instructions 
carefully and well, feel ‘ inefficient ’ because they feel they are violating the general 
principles of good nursing or of common sense. Student nurses are on occasion not 
fully occupied. This arises from the rather rigid system of work-organization which 
makes it difficult to adjust to changing demands on a ward by re-organizing their 
work. Ward establishments tend to be aimed at peak rather than average work- 
loads and wards seem somewhat over-staffed. Nurses feel guilty about being under- 
employed, whether in respect of time or capacity and this increases stress. The system 
is also cumbersome and inflexible in a situation which increasingly demands flexibility, 
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e.g., decision-making tends to be slow. This makes nurses anxious lest decisions are 
not made in time and irritable about delays in important matters. 


COUNTER-BALANCING FACTORS 


This account would be incomplete without referring to the satisfactions which 
nurses experience in their work, such satisfactions being in themselves a very important 
counter-balancing factor to stress, and helping to make work worth while in spite of 
difficulties. The potential rewards of a career in nursing are great, in terms of such 
things as the recovery of patients, suffering relieved, and satisfying relationships with 
patients and colleagues. The nurses in this hospital clearly experienced their work 
as rewarding. However, they did not seem to be experiencing the full potential 
reward because of certain features of the social system. For example, while the 
nursing service had considerable success in nursing patients, it was difficult for any 
one nurse to experience this in a personal way. The task-list system makes the 
contribution of one nurse to the nursing of one patient rather small. The reward is 
dissipated as well as the stress. Patients are grateful to ‘ the hospital ’ or ‘ the nurses’, 
ie., rather impersonally, and the individual nurse misses the personal gratitude 
which is part of her reward. 


For student nurses an important satisfaction is the development of their know- 
ledge and skill in nursing patients. The training and work-situations quite definitely 
slow down this development. The better the student the less satisfaction she finds 
in the rate of development of her nursing skills. Indeed, our feeling was that the better 
students suffered a good deal in this respect and a significant number of them could 
not tolerate it and gave up training. Further, the ‘ de-personalization’ of nurses 
reduces the satisfactions of contributing in a personal way to work which tends to 
have a very personal meaning and of feeling that one’s personal contribution is 
valued. 


Nor is it possible under present conditions to realize at all fully the potential 
satisfactions in working with colleagues. Student nurses feel this particularly. The 
traditional relationship between juniors and seniors described above means that the 
student nurse feels herself singled out more for blame than praise. This she finds 
very distressing, as she has a particular need for encouragement in settling down to 
her difficult profession. The student nurse tends to feel she does not matter as a 
person. They complain ‘ nobody cares what happens to you ’, ‘ nobody helps you’, 
‘you have no individuality ’. They say the senior staff neither understand nor help 
them when they are in trouble, indeed, when they are worried and guilty about a 
mistake they are reprimanded instead of being comforted. The lack of such help 
is a serious deprivation for student nurses, the more bitterly felt as they watch the 
care lavished on patients with whom they cannot help implicitly comparing them- 
selves. 


It has not, however, been our experience that the senior staff do not understand 
orcare. They understand only too well, many of them having vivid and still agonizing 
memories of their own training. They express their understanding and sympathy 
to us, but feel unable to do so within operational relationships. They are often 
uncertain about the wisdom of entering into a close emotional relationship with their 
students, and uncertain of their skill in handling it. Their training has not prepared 
them for this. In the circumstances, they tend to fall back on the only behaviour 
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they know, the discipline and severity they experienced in their own training. In 
any case, it is not easy for student nurses to approach their seniors for that sort of 
help since by tradition they expect seniors to be disciplinarians. However, as a result 
of this situation, many senior staff feel they are not helping their colleagues and 
juniors enough and, in turn, miss the satisfaction which comes from really helping 
colleagues in need. 


CONCLUSION 


We have little doubt that some action about the situation described is desirable. 
One would like to feel that something can be done since the present organization not 
only causes nurses unnecessary stress but contributes to such phenomena as short- 
comings in patient-care and wastage of good student nurses. It is clear that there is 
no simple solution; if there were, it would have been introduced long ago. 


The ultimate solution must be a re-structuring of the system of work-organization 
and nurse-training, so that it incorporates a different kind of social defence-system 
less based on evasion. For example, one might try systems of ward-organization 
which give nurses more continuous and intensive contact with patients; this would 
require new techniques for dealing with the stress that would arise initially, especially 
among the junior student nurses. Together these would mean an earlier confrontation 
of stressful situations and, if successfully handled, would lead to an ultimate allevia- 
tion of stress. In our opinion, blue-prints for change are not possible although one 
has a general idea of direction. The most hopeful approach to the problem of change 
at this stage would seem to be to tackle it in a concrete rather than an abstract way, 
e.g., to work in one hospital or even a part of a hospital and try to build a working 
model. Complete success would probably not attend the first attempt but one would 


learn a great deal from the attempt about how it could be done. This approach, 
through model-building and progressive modification followed by dissemination of 
successful models, has proved successful in building and re-building other kinds of 
social organizations. It is our hope that we have been able to contribute to the 
understanding of the nursing situation and so to the design of such new models. 


Since we began our study four years ago a number of important developments 
have taken place in one hospital, partly as a result of the study. These can be regarded 
as attempts at partial new models. For example, a new system for allocation of 
student nurses is now in operation, which gives longer continuous duty tours, new 
training has been introduced for the post-graduate student to give more experience 
of administration and more real responsibility, an attempt is being made to develop 
a closer and more supportive relationship between the teaching staff and the student. 
We are very grateful to the hospital which gave us the opportunity to carry out the 
study and permission to publish this paper.* Particularly we are grateful to the 
nurses for their serious and courageous co-operation with us in what proved to be a 
long and arduous investigation, and for their sincere efforts to use the research 
findings. 


*The hospital has, of course, no responsibility for the views we here express. 


¥ -* -»* 


The Editor of the Review would welcome correspondence from readers as to how 
far this analysis appears apt to the circumstances in their own country. 
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By Courtesy Ministry OF HEALTH, ENGLAND AND WALES 











UNDERSTANDING 
AGGRESSIO: 


A TEACHING FILM 


Comments on facing page. 










































DECEMBER, 1960 








TON 


Understanding Aggression 


GGRESSION is a normal reaction. Part of the business of growing upistolearn 
how to direct it into normal and socially useful channels. In a psychiatric 
hospital one of the problems of the medical and nursing staff is to help patients to 
do this. The Ministry of Health (England and Wales) has made a film, primarily 
for psychiatric nurse teaching, but suitable also for general trained nurses, for 
students during psychiatric secondment, and other appropriate professional audiences. 


The film shows how important it is for those who have the daily care of psychiatric 
patients to understand not only the patients and their background but also themselves. 


EpGAR SMITH, Principal Tutor, The Pastures Hospital, Mickleover, Derbyshire, 
England, writes: 


This film deals with two aggressive episodes—one in a deluded and hallucinated 
schizophrenic patient and the other in an aggressive psychopath. The two incidents 
are presented in a dramatized story form and the film shows how these incidents 
have a disturbing effect on the hospital community even though the actual episodes 
themselves are quickly dealt with by an experienced sister and charge nurse. In the 
first incident the sister does not respond to the patient’s aggression by herself becoming 
aggressive but instead gives the patient a cigarette. In the case of the male patient 
it is found necessary to put him to bed but he is not left to brood on his grievances, 
real or imaginary; but instead he is induced to talk things over with the charge nurse. 





The psychiatrist is aware that some members of the ward staff have been dis- 
turbed by these incidents and decides to deal with this by the method of group 
discussion. A meeting is held and from the discussion, suitably lubricated with cups 
of tea, itemerges that the outbreaks of aggressive behaviour were not reasonless, 
but while they arose partly from the nature of the patients’ illnesses, a contributory 
factor was also the attitudes of the nurses themselves. 





The group discusses ways of preventing such incidents in a free and open discus- 
sion in which the students are stimulated by the doctor, sister and charge nurse to 
express their opinions and conflicts. It is concluded that the most important thing is 
to try to understand the causes of aggression and on this basis to develop methods of 
preventing it. 


In our hospital we have shown the film to groups of students in all stages of 
training, from new recruits to those just about to take their final examinations. 
All of them have praised it. They particularly said that the film was in terms which 
they could readily understand. They considered that the incidents shown in the 
film could really happen and that the actors portrayed people ‘just like us’. An 
advantage from our point of view was that the film was in an English idiom. We have 














Understanding Aggression. Psychiatric nurse teaching film. Running time 23 minutes; black 
and white, sound; 16 and 35 mm. Available on hire or sale (16 mm. £19 2s. 6d.) from Central Film 
Library, Government Building, Bromyard Avenue, Acton, London, England. 
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found when showing films from other countries that the ‘ foreignness ’ tends to obscure 
the real message of the film. Interestingly, this is especially true of American films. 
We have several times shown a very good American film Psychiatric Nursing but 
when one of the students was asked some time later what she remembered about the 
film she replied ‘Oh yes—that was where the nurses wore white shoes .” 


The film Understanding Aggression is very useful in stimulating discussion. It 
encourages nurses to recount similar incidents in which they have been involved 
and they are stimulated to re-examine them in the light of the film. The students 
also said they wished that more films like this could be made and suggested subjects 
which they would like dealt with. These suggestions have been passed on to the 
Ministry of Health. 


Certain technical criticisms could be made about the film as far as acting, 
lighting and sound are concerned but such deficiencies add rather than subtract from 
the realism. The production is not too slick or glossy and the message is therefore 
more acceptable. We heartily recommend this film and intend to buy a copy. We 
consider that it would be very useful to all who are involved in dealing with people 
suffering from psychiatric illnesses. Indeed it should be seen by every member of 
the staff of psychiatric hospitals, whether doctor, nurse, social worker, canteen 
manager or cook. 








If you want to know what is 
really happening in British nursing 


YOU MUST READ 


NURSING TIMES 


Edited by nurses for nurses, and the official journal of the Royal 
College of Nursing, the Nursing Times is published weekly by 
Macmillans, London, for 6d. Annual overseas subscription £2. 
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Development of Psychiatrie Services 
at the Christian Medical College and Hospital, Vellore, South India 


KALEEKAL VARGHESE MATHEW 


LE is difficult to give a complete picture of the developments in psychiatric nursing 
in India in a short article. However, I shall try to give a brief but comprehensive 
idea of psychiatric problems in India and the general trends. 


There is an erroneous conception that the incidence of psychiatric disorders, 
particularly the neuroses, is rare in India. This is not borne out by facts or figures. 
We have little valid statistical data, but one random survey done in an urban setting 
in the City of Bangalore by the All India Institute of Mental Hygiene has shown that 
the incidence is about the same as in the West. Yet the hospitals and clinical facilities 
available for treatment are meagre indeed. 


Psychotic patients are seldom brought to doctors due to stigma, ignorance or 
superstition. Many villagers think that there is nothing a modern doctor could offer 
for mental disease, so they turn to quacks and sorcerers. Often it is only those cases 
which have become difficult and chronic that are admitted to mental hospitals. 
However, this attitude is changing. Now one can see patients being brought to mental 
hospitals as early as 24 hours after the first onset of symptoms. However, this is an 
exception rather than the rule and is often a surprise to doctors and nurses. 


In the group of neurotic disorders the position is still worse because many 
patients are treated as somatic conditions. Even well trained doctors often do not 
recognize emotional problems and if they do, seldom refer these patients to a psychia- 
trist. On the other hand many patients will not go to a psychiatrist even if referred. 
Facilities for psychotherapy in mental hospitals are extremely poor, as each doctor 
may have to attend 100 to 200 patients or more at atime. Trained psychiatrists are 
few. The All India Institute of Mental Hygiene, Bangalore has started a two year 
course for psychiatrists and clinical psychologists, and a one year course for psychia- 
tric nurses. This, though inadequate, is a start for improvement. 


Though most of the modern physical and pharmacological treatments are done 
in the majority of these hospitals, other amenities and therapies like occupational 
therapy, group psychotherapy, individual psychotherapy, recreational facilities, 
social services, etc., are absent or sparce. But there are signs of changing concepts 
and attitudes and efforts are being made to educate the public and improve conditions 
in mental hospitals and add to existing institutions. 


First PSYCHIATRIC UNIT IN INDIA 

The idea of having a psychiatric unit attached to general hospital is not very 
old, even in the west. Not long after some of the leading hospitals in the west started 
psychiatric clinics the first such clinic in India was started in 1947*, at the Christian 
Medical College and Hospital at Vellore, with the arrival of a Canadian missionary 
psychiatrist. The idea of giving more efficient and rapid service to psychiatric 
patients was in the minds of many people in India for a long time but funds and staff 


*Since then some Government and private teaching hospitals have started psychiatric clinics 
and a few private clinics have been opened. 
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were lacking. The Christian Medical Association of India had been aware of the 
problem but the cost of providing adequate care for such patients was prohibitive. 


MENTAL HEALTH CENTRE 

By the end of the second world war, Vellore had made a good reputation as a 
leading medical centre. Every department was being developed on modern lines and 
the authorities wanted every patient to be cared for efficiently and thoroughly. During 
the post-war development of the hospital, priority was given to the development of 
a psychiatric unit and progress was facilitated by a large donation from Lord Maclay 
of England. Developments were rather tardy in the beginning but thanks to further 
liberal donations by the Normans of Australia and the Women’s Association of the 
Episcopal Church of America, the psychiatric department has, since March, 1957, 
been housed in separate buildings. By Indian standards, this centre is well arranged 
and equipped and even compared to many western hospitals it is adequate and well 
staffed. There is a busy programme of treatment and education. 


The objectives of having such a unit were the following: 

(1) Concepts of origin and treatment of human illness have changed, so that 
today a hospital cannot truly be called a general hospital unless psychiatric care is 
also given since the body and mind are inseparable and must be treated together. 
The modern concept of total care of patients cannot be achieved by treating patients 
in isolated compartments. 

(2) The public and even nurses and doctors, form false ideas about. psychiatric 
disorders because mental hospitals are usually isolated. Though there are differences 
of approach to various conditions, the common aspects and similarities of physical 
and emotional disorders should be emphasized. This emphasis is only possible 
when all kinds of patients are in the same hospital, though not necessarily side by side. 

(3) The centre serves as a teaching centre to the public health doctors, nurses, 
social workers and other allied agencies. 

(4) The setting of the Mental Health Centre gives the families of patients oppor- 
tunity to become familiar with psychiatric problems and a chance to learn more about 
the illness of their relatives through individual and group discussions. They have an 
opportunity to observe treatment of mental conditions at first hand, and are able 
to gain a more realistic understanding. At present most people are barred from 
mental hospitals, and this causes apprehension about “ what is going on inside ”’. 

(5) The centre is patterned closely after the socio-cultural setting of the patients. 

(6) For the future it may represent a model unit which could be duplicated all 
over the country. 

(7) The stigma and formalities of admission to a mental hospital are avoided. 


IMPORTANCE OF FAMILY TIES 

The centre is situated a couple of miles outside the town limits amidst low lying 
hills and green fields. It has a country home setting yet is not too far from the town 
and the main hospital which can provide all modern medical facilities like X-ray, 
laboratory and all specialized departments. - Patient accommodation consists of 
separate room with bath room, toilet and kitchen to each room. This is to encourage 
one or two close relatives to stay with the patient. This arrangement is partly for 
the purpose of keeping down the staff requirements but mainly to assure family 
co-operation. It provides a chance to practice social psychiatry with the family and 
patient together. The patient feels more secure (the family tie is very strong in 
India) and the family does not feel that they have rejected the patient. It is truly said 
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that when one member of the family is emotionally sick, the entire family needs to be 
treated. Fear and apprehension is reduced to the minimum. The centre is completely 
open and does not have even acompound wall. Patients are not accepted for custodial 
care and the centre is not equipped to handle certain excited or violent types 
of psychotic disorders. 

The centre has become quite well known and patients come here from as far 
away as Middle East, Far East, East African countries and the neighbouring countries 
like Ceylon, Burma, not to mention of patients from many far away places in India. 

Work in the centre is based on the principles of a psychotherapeutic community. 
It is a combination of child guidance clinic, a day hospital, and a psychiatric unit in 
a large teaching hospital. 

The causes of mental illness are multi-dimensional and the approach must 
therefore be also from different angles, practising an eclectical type of psychiatry. 
With this objective in view the approach to therapy includes all varieties of treat- 
ments, physical, pharmacological, psychotherapy (individual and group), occupational 
therapy, recreational therapy and social services. 

Occupational therapy is rather new to this country and there are many caste and 
social stigmata which make it difficult to introduce any elaborate system. However, 
many items like painting, simple woodwork, clay modelling, etc. among men and 
needlework among women are popular. There are many recreational activities which 
include indoor and outdoor games, picnics, music and film shows. 


TEACHING CENTRE FOR DOCTORS AND NURSES 

The centre participates in the education of undergraduate and graduate medical 
doctors and nurses. A few social workers and occupational therapists have in-service 
training here. The groups most interested in the mental health programme are the 
public health nurses, and the general medical and neurological departments of the 
hospital. The staff of the centre participates in seminars, conferences and contributes 
articles to periodicals. Interested doctors and allied personnel are welcome to the 
daily clinical conferences and weekly seminars at the centre. Health talks and group 
discussions are held for the relatives. 

Though the centre is not able to rehabilitate people practically, we try to show 
patients methods of living in healthy ways and means of reducing tensions, etc. 
In India social services are not well developed and so, though we wish to do more 
we are often greatly restricted. The centre tries to give advice to relations about future 
care of patients and also attempts to keep follow-up records. The centre’s interest 
is not only in the recovery of patients, and their return to the community, but also 
their future welfare. Patients are encouraged to come for periodic check up or to 
correspond with the centre. 

FUTURE NEEDS 

The needs in India are many. We still do not have branches of the National 
Association for Mental Hygiene in important cities. People are still ignorant and 
superstitious. Facilities for the care of mental defectives, old people and organiza- 
tions for the care of discharged patients are rare or absent. Psychiatric training for 
doctors and nurses is only at the beginning. Public health nursing is improving but 
mental health does not play a large role in it. This year being the International 
Mental Health Year, there have been certain campaigns but the results are not very 
encouraging. We have a long way yet to go to catch up with the rest of the world. 


[A further article by Mr. Mathew will follow] 
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TUBERCULOSIS NURSING 


Paper prepared by the DANISH COUNCIL OF Nurses on behalf of the 
Nursing Service Division of the International Council of Nurses 


PART TWO 
NURSING PATIENTS WITH TUBERCULOSIS 


IN HOSPITALS AND SANATORIA 


UBERCULOSIS is classified as: 


Primary: this comprises the morbid changes which take place in the infected 
area and in the local glands, also the symptoms produced by the action of the tubercle 
bacillus on the affected organ. 


Secondary: this refers to the diseases arising as a result of, or predisposed to 
by generalized infection. These are certain lung infiltrations, pleurisy, meningitis, 
miliary tuberculosis and extremely rarely, infection of the skin. 


Tertiary: this denotes the diseases characterized by local attacks on an organ 
after generalization has ceased. If the lung is affected this is known as chronic 
pulmonary tuberculosis. Other types are tuberculosis of a joint, the kidney, genitals, 
intestines, skin and glands. 


The incubation period is from 3 to 8 weeks but in the majority of cases is 4 to 
6 weeks. Allergy sets in towards the end of the incubation period and symptoms may 
appear, though in some cases not until later. 
SYMPTOMS. 


The symptoms of tuberculosis can be general and local. The general symptoms 
are; tiredness, which often is the first and only symptom; fever; night sweating and 
loss of appetite. 


Local symptoms are; cough, expectoration, haemoptysis, pain in the chest, and 
dyspnoea. 
In haemoptysis the expectorated blood is light and frothy. 


Fever, pain in the chest, and dyspnoea are signs that the patient has pleurisy. 
A marked symptom is erythema nodosum. 


In children, symptoms may be anything but typical, tempting one to believe that 
the child is suffering from influenza. 


The symptoms of tubercular meningitis are, in addition stiffness of the neck, 
headache and strabismus. 


Symptoms special to tuberculosis of bones and joints are; swelling, tenderness, 
reduced movement, pain on movement, muscle atrophy, accumulation of fluid, and 
in the later stages shortening of the extremities. 


Spondylitis causes pain as in neuralgia. Complications which should be men- 
tioned are abscesses, sinuses, paresis and formation of concretions in the urinary 
tract. 

Tuberculosis of the kidney causes frequent micturition with smarting and sharp 
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pain (when the bladder is involved), haematuria, pain in the loin. Complications 
are: hydronephrosis, uraemia, contraction of the bladder. 


Symptoms of genital tuberculosis in women: discharge, irregular bleeding 
(especially amenorrhoea for longer or shorter periods), sterility. Complications 
are chronic sinuses of operation wound, and, rarely, the formation of a sinus to the 
bladder or intestine. 


Tuberculosis of the intestines results in diarrhoea, later symptoms of stenosis 
occur. Complications are ileus, rarely perforation. 


Gland tuberculosis may be indicated by swelling and pain. 
Complications are abscess formation and sinuses. 


TREATMENT. 


The treatment for all types of tuberculosis is, first and foremost, to improve the 
patient’s general conditions thereby strengthening the person’s resistance. 


This is brought about by sanatorium treatment. Medicinal treatment is nearly 
always given: chemotherapy and antibiotics; and a number of patients receive 
surgical treatment as well. 


Sanatorium treatment consists of: rest, good nutrition, fresh air, and con- 
trolled physical exercise. 


Rest: it is reasonable to expect that fever patients should have complete rest in 
bed, but non-fever patients should also be kept in bed over a long period as the affected 
lung only receives the needed rest when the patient is lying down. 


Good nutrition: good nutrition is important if the patient’s general condition is 
to improve. A special diet is not necessary. It is better to give a good varied diet, 
containing quantities of milk and supplemented by vitamins A, D and C. Overweight 
should be avoided. 


Fresh air: good hygiene is an important factor in the fight against tuberculosis. 
Clean wards with fresh air and slightly lower temperatures than normal room tem- 
perature will help patients with fever and shortness of breath to feel more comfortable. 


In a veranda ward, patients get both rest and fresh air. 


Special smoking hours and smoking rooms will prevent smoking in secret and 
give consideration to patients who are non-smokers. 


Physical Exercise: at a suitable stage in the cure, exercise enters into the treat- 
ment, partly in the form of walks and partly in workshops under the leadership of an 
occupational therapist. It is best if the rehabilitation of the patient can commence 
during his or her stay in a hospital or sanatorium. Qualified leaders are needed to 
educate patients who are to be re-trained and prepared for an occupation. The work 
performed must be suited to the patient’s condition of health. 


Chemotherapy: the discovery of chemotherapeutics and antibiotics has meant 
great progress in the fight against tuberculosis. Chemotherapy, together with 
sanatorium treatment (the hygienic-dietetic treatment), and surgical treatment can 
bring about particularly advantageous results. Tubercular meningitis and miliary 
tuberculosis were fatal before the introduction of chemotherapy. 


The chemotherapeutics most used are: Streptomycin, Para-amino-salicylic acid 
(PAS) and Isoniconitic acid hydrazide (INH). 
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Streptomycin prevents the tuberculosis process from spreading; but reactions 
from streptomycin treatment may include dizziness, deafness, eczema. 


PAS and INH encourage the healing of fresh lesions and check the development 
of types of bacteria resistant to streptomycin. 


Treatment with PAS can cause nausea, vomiting, diarrhoea and loss of appetite; 
rise of temperature and eczema (allergy). 


Reactions from INH may result in peripheral neuritis and facial flushes. 


Improved chemical composition, however, reduces reaction considerably. Also 
it has been found that the three remedies given separately produce resistance in the 
tubercle bacilli, whereas the development of resistance is retarded or completely 
prevented, when two or three are given together. 


Pulmonary tuberculosis may cause cavities. When the cavities have existed for 
a certain time and have reached a certain size, the chances of their closing are slight, 
unless surgical treatment is undertaken. Pulmonary tuberculosis with cavities, is 
dangerous for the patient because the bacilli from the cavities may spread and infect 
healthy lung tissue. There is also a danger to others because patients with lung 
cavities expectorate, thus being the greatest scatterers of infection. Operative treat- 
ment attempts either to induce the cavities to close: collapse treatment; or to remove 
the infected tissue or the greater part of the lung. This is resection. 


Operations: those which bring about collapse of the lung are: pneumothorax 
with cautery of adhesions; extra-pleural pneumothorax (now seldom performed); 
thorocoplasty; phrenicectomy; pneumoperitoneum. 


Resection operations are: arrow shaped excision; segmentary resection; lobec- 
tomy; pneumectomy (or pulmonectomy). 


In the treatment of extrapulmonary tuberculosis special precautions are neces- 
sary. The conservative treatment of tuberculosis always consists of improving the 
general condition. In addition the patients should be immobilized in plaster, a 
plaster cast or leather jacket in conjunction with modern methods of light therapy 
over an exceedingly long period. 


Surgical treatment. Nowadays the tendency is more and more towards radical 
surgical treatment by removing the affected part, and immobilization by the per- 
formance of bone grafting. Along with surgical treatment penicillin, streptomycin, 
and other agents are used. 


Special types of disease with operative procedure: 


Spondylitis, resection—osteosynthesis; tuberculosis of: hip, resection with or 
without arthrodesis; knee, resection possible after 14—15 years of age; tarsus, resection 
or only conservative treatment; shoulder and elbow, resection; carpus—conservative 
treatment; kidney—nephrectomy or conservative treatment. 


Genital tuberculosis: in the male; epididmymitis—epididimectomy; tubercu- 
losis of the prostate—conservative treatment. Local surgical treatment if abscess 
or formation of sinus. In the female—in the acute stage, conservative treatment; 
otherwise operation. 

NURSING CARE 


As with all other types of nursing, the tuberculosis nurse must be able to observe 
the patient and give a short, clear and correct report of her observations. This helps 
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the doctor to form an accurate picture of the patient’s illness. 
But, above all, it is important for nurses to give their patients good nursing care. 


Nursing care for febrile patients who are ill and confined to bed can never be 
too good. 

Care of the skin. Careful daily toilet, frequent bed baths. Prevention of bed- 
sores, to which emaciated patients are especially liable. Constant nursing care of 
high standard. 

Mouth toilet. Patients running a temperature will get dry mucous membranes, 
bad taste in the mouth, so careful mouth toilet must be carried out. The nurse must 
clean the mouth of weak patients. 

Hair toilet. The hair must be washed or washed in spirit frequently. 

Changing of clothes must be done often if the patient perspires; cooling must be 
avoided. 

Making the beds. This is done best by two nurses. Special importance should 
be attached to placing the pillows in the right way. 

The food plays an important part, it must be nourishing, appetizing, and as 
varied as possible. Small helpings must be served to patients with a poor appetite. 

The care of the patient also includes the prevention of exertion. It may be done 
by:— 
placing articles for use within easy reach, 
having two nurses for bed-making and giving bed-pans, 
washing sick patients, 
feeding sick patients. 

Examinations: the nurse must see that the examination of new patients, monthly 
examinations and any extra examinations which may be specially ordered, are carried 
out. 

The routine examinations are as follows:— 
Tuberculin test of new patients, if it has not been done within the past year. 
X-ray picture on admission and as ordered. 
Direct microscopic examination and culture of sputum. 
Culture of gastric fluid from patients unable to expectorate. 


Erythrocyte sedimentation rate (E.S.R.) on admission and thereafter once a 
month. 


ey 


ae ey 


6. Determination of hemoglobin percentage on admission, afterwards once a 
month, if no orders to the contrary. 


7. Checking of weight once a week. 
Examination by ear, nose and throat specialist on admission. 


9. Stethoscopic examination of lungs and heart on admission and then once a 
month. 


9° 


10. Taking a blood pressure on admission and as ordered. 


11. Examination of urine on admission, for albumin, pus, blood and sugar. 
Thereafter once a month for albumin. 
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Streptomycin injections: streptomycin powder dissolved in normal saline is 
given intramuscularly in the buttocks. Everything needed for the injection should be 
collected onatray. Glasses, rubber gloves and a small towel should be used by nurses 
who are allergic to streptomycin and therefore tend to get conjunctivitis or eczema. 
If the syringe and needles are not dry sterilized but boiled, there must also be a special 
“ streptomycin sterilizer ’’ on the tray. 


Hamoptysis: when a patient has a large hemoptysis and is very distressed the 
nurse should :— 


1. Quieten the patient. 
2. Call the doctor on duty. 
3. Give ice cubes and possibly sedatives. 


Pleurisy: patients often have fever, are short of breath and have a sharp pain in 
the side. They are confined to bed with the head elevated. The nurse should pre- 
pare for aspiration and give the patient good support during the operation. After- 
wards the nurse should send the fluid or pus for culture for tubercle bacilli. 


SURGICAL TREATMENTS 


Pneumothorax: for the introduction of air, the nurse should set out the pneumo- 
thorax apparatus, see that the patient is lying in the right position and assist the 
doctor. With an initial pneumothorax the patient should remain in bed for four 
days, while the treatment continues. Afterwards the patient is sent for X-ray. 


Thoracoscopy with cautery of adhesions: the patient’s axilla should be shaved, 
sedatives administered and air given. After the operation the patient is kept in bed 
and should lie on the non-operated side for some days. Afterwards the clips and 
any plaster are removed and the patient is sent for X-ray. 


Major operations: for extra-pleural pneumothorax, thorocoplasty and resection, 
the nurse has special pre-operative and post-operative duties. 


Pre-operative examination will be required of the heart, of blood group and 
rhesus factor. 


Before any operation the diet should be supplemented by vitamins A, B, C, D, 
and cough medicine given to loosen mucus. Soothing cough mixture must never 
be given without the permission of the surgeon or the anaesthetist. 


The nurse must see that the patient has been sent for a bronchoscopy before the 
operation. 


The latest X-ray picture should be quite recent. 


Those patients, who are allowed to go to the lavatory and to get up for morning 
and evening toilet besides taking a little walk in the middle of the day, should continue 
to do so for some days before the operation. This helps to ensure that heart and 
muscles are in good condition. 


Reassuring the patient. As a rule the operation is performed on a thoracic 
surgery ward, and on their arrival there a few days prior to the operation patients 
are usually very nervous. This is due partly to their very lengthy illness (it is not 
uncommon for patients to have been ill for 10—20 years) and partly on account of 
fellow patients’ descriptions of chest operations. Thus it is extremely important 
during the whole course of the operation to reassure the patient by giving him, for 
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instance, the opportunity to talk to the surgeon and the head nurse. Sometimes a 
sedative is given. 


Breathing exercises. If there is a physiotherapist, she should be asked to give 
the patient breathing exercises prior to the operation. These help the patient to 
breathe properly after the operation. Where there is no physiotherapist the doctor 
and nurse must instruct the patient in breathing exercises. 


Local preparation. The day before the operation a bath is given, and the area 
on the side of the thorax to be operated upon is shaved. 


Full meals are given. The patient must not have a bowel movement. 


Only a light sleeping draught should be given the evening before the operation as 
the patient will otherwise be too sleepy after the operation. 


On the day of the operation the patient receives premedication according to a 
definite schedule, as instructed. It is best if a nurse from the ward accompanies the 
patient to the operation room and remains there during the operation. 


POST-OPERATIVE TREATMENT. 


After the operation patients should always be placed in a one-bed room or a 
two-bed recovery ward for the first difficult post-operative days. The patient is 
watched constantly for the first 24 hours; one nurse may attend to two patients. 


Blood transfusion is always given during and after the operation. On an average 
each patient receives three transfusions of blood; very often five or six transfusions 
of one pint each. 


Blood-pressure and pulse. There is more danger of internal hemorrhage in 
major chest operations than in most other operations. The nurse must check the 
blood-pressure and pulse every hour during the first 24 hours after the operation. In 
the case of falling blood-pressure the nurse should lower the head of the bed and 
elevate the feet. Patients who have had extrapleural pneumothorax performed 
must be observed very carefully the first few days, as they may suddenly get an internal 
hemorrhage (the patient will complain of pressure on the chest, grow pale and short 
of breath, have a rapid pulse and low blood-pressure). Then thoracentesis is per- 
formed and air given. 


Cough and expectoration. It is very important that the nurse encourages the 
patient to cough and expectorate; she must support the patient during coughing by 
pressing the thorax on both sides of the operation wound. 


Patients with extrapleural pneumothorax must be taught to bring up the sputum 
by clearing their throats instead of coughing. If there is atelectasis, or the patient 
does not cough, the mucus must be sucked out by means of bronchoscopy. 


Breathing exercises. It is important that the physiotherapist gives breathing 
exercises immediately after the patient’s return from the theatre. 


Respiration. Patients who are short of breath and have paradoxical respiration 
receive oxygen. The nurse must be able to use the oxygen apparatus. 

Position. Patients may have two, at the most three pillows, no air-ring, hot 
water bottle or warm blankets as they should move frequently and are not allowed to 
be too warm and comfortable. The physiotherapist places the patient on his healthy 
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side twice during the 24 hours (in the case of pneumonectomy, the patient must lie 
on both sides). If the patient has much sputum, the nurse must assist the physio- 
therapist and insist on the patient turning frequently in the bed during the first 24 
hours. The patient must get up the day after the operation. 


Lobectomy or pneumonectomy. All patients who have had lobectomy or pneu- 
monectomy performed have drains in the operation wound. The drain together with 
the glass tube ends in a Bulow’s flask containing disinfectant. The nurse must be 
sure that the glass tube extends below the level of the liquid, which must never be 
allowed to be higher in the flask than the level of the operation wound. 


Fluid intake: patients may drink as much as they wish. Saline infusions are not 
given. The urine is measured the first two days for diuresis. 


Moreover, the nurse carries out the standing orders found in all tuberculosis 
departments, such as the giving of certain doses of antibiotics and other medicines, 
the timing of X-ray examinations, removal of stitches, determination of the percentage 
of hemoglobin and examination of sputum. 


PSYCHOLOGICAL ASPECT OF NURSING CARE 


Understanding. It is not enough to give the patient good physical care. The 
psychological aspect is just as important, for tuberculosis patients have many prob- 
lems to face, and the nurse must be able to understand this. She must realize the 
shock the patient received on learning that he had contracted tuberculosis, perhaps 
even a contagious type. He is apprehensive about his work, family, and economy. 
The nurse must give him strength, and know how to help him in the best possible way. 
She can put him in touch with the social worker, a person who has grown indispensable 
in a tuberculosis hospital or sanatorium. 


Tact. This is a necessary quality in a tuberculosis nurse. Tuberculosis patients 
often feel ostracized by the community on account of the danger of infection. The 
patients must feel that the nurse is not afraid of infection. Ill patients may grow 
irritable and querulous as they discover that their condition does not improve, and 
that they belong to the sad group of relapses. By behaving discreetly the nurse can 
create tolerance and a good spirit in the ward. 


Kindness. When a nurse understands the patient’s condition and problems, it 
is a matter of course that she is even-tempered and kind towards the patients. 

Firmness. She must also possess, however, a certain degree of firmness. As a 
rule, tuberculous patients are in hospital for such a long time that strict discipline 
cannot be maintained on the wards. On the other hand, patients must not be given a 
free hand to such an extent that this affects the cure. Some order must be maintained 
in the ward. 


Conversation and health education. The nurse must use every opportunity she 
has to talk with the patients. Certainly it is not necessary always to talk of illness, 
but, nevertheless, the nurse should give the patients instruction and advice on their 
disease, during such conversations. Most patients are at the outset quite ignorant 
and lacking in understanding of the character of the disease; so they do not know how 
to behave. Fellow-patients readily give any information; but in this case it is the 
nurse’s most important duty to neutralize their “ horror stories”. As the occasion 
arises, but not as a matter of routine, the nurse should give the patient informative 
pamphlets about tuberculosis and should discuss the contents with him. Such pam- 
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phlets are usually published by National Associations for fighting tuberculosis and 
they serve to support what the nurse explains to the patient. 

The nurse must also help patients to understand that it takes a long time to 
recover fully; the patient must be assisted to arrive at this result himself, by taking 
all the time needed, the first time. It may save him from returning to the hospital 
later. 

The patient must learn to be careful even if he does not feel ill. He must realize 
that the cure must be kept for the sake of his health and for the benefit of his family 
and the community. 

To prevent the spread of tuberculosis the patient must learn to be careful with 
sputum, sputum mug, clothes, and eating utensils. 

It is important that co-operation with the chest clinic is maintained during the 
patient’s stay in the hospital, e.g., the case sheet from the clinic is temporarily handed 
over to the hospital, and the public health nurse visits the patient and discusses any 
related questions with the hospital nurse. 


To pave the way for the public health nurse the nurse should advise and instruct 
the patient and his relations on his discharge as they are now to live together. The 
patient is referred to the chest clinic for checking and after-care. 

Occupation. It is most beneficial for the patients to be kept occupied. Firstly, 
it diverts their thoughts from the problems they have to face, and secondly they 
are given the feeling that their time is not wasted. 


The nurse must encourage patients to engage in rather more serious reading 
than just newspapers and weekly periodicals. It is a good thing to have a hospital 
library.* 

It has gradually become the practice for tuberculosis hospitals or sanatoria to 
employ occupational therapists. Where this is not the case, the nurse must see that 
the patients are occupied, and she may perhaps encourage other patients to teach the 
beginner. The patients can do attractive needlework and knitting; they can under- 
take leather and raffia work, weave and make lace if the doctor permits such work. 


It is certainly important for patients to pass their time with needlework, but it is 
still better if re-education or professional training can be started during their stay 
in hospital. 


SPECIAL DUTIES IN THE CARE OF PATIENTS 
WITH EXTRA-PULMONARY TUBERCULOSIS 


Rest. Patients with extrapulmonary complaints need to spend long periods in 
bed, and in most cases complete rest in bed must be ordered, i.e., the patient must not 
even raise himself in bed. Every movement of the patient or his bed can cause pain. 
Therefore, there should be two nurses for bed-making as far as possible. When the 
patient is lifted or turned it should be done gently and performed in such a way that 
the back and hips are turned in one movement. This applies particularly to newly 
operated patients who have had bone grafts of the spine or hip. 


Immobilization. The purpose of confinement to bed is to ensure rest for the 
*In Denmark a central library for tuberculosis patients serves the whole country. It is housed at 


one of the tuberculosis hospitals, and it is directed by trained librarians. Patients can borrow books 
once a week. 
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affected joints. Plaster of Paris casts have been found to be an effective means for 
immobilization. Sagging of the bed is prevented by the use of a firm mattress that 
rests on boards. The plaster bed is placed on quite high wooden support to ensure 
that the patient’s hip or back is kept at rest while he uses a bed pan. (See pictures on 
page 10). 

The plaster cast may be quite a trial for the patient as it may sometimes cause an 
increased lordosis of the spine, giving grounds for complaints of indigestion or may 
even cause an ileus-like condition. Difficulties with bowel motions and passing of 
urine may also arise after the patient has been placed in the cast and the importance 
of keeping the bowels in good order must not be underestimated. As a rule these 
discomforts disappear quickly. 


Particular attention should be paid to any complaint of tightness of bandages. 
Continuous observation is necessary in order to avoid serious complications such as: 
wrong position, bedsores, paresis, gangrene, etc. Bandages should continue to be 
cut until there is no more discomfort. 


In certain cases the plaster cast has to include the patient’s head. To assist the 
patient’s freedom of movement in this forced and uncomfortable position, a good 
opening should be made in the cast with space for the patient’s ears, and possibly a 
cotton wool pad placed in the head piece. Lining the plaster cast with felt or cotton 
wool is not to be recommended as it is unhygienic and makes an uneven surface. 
The bed table should be raised so that the patient can reach things on it; the head of 
the bed can be elevated to enable the patient to see what is going on around him and a 
special mirror fitted so that the patient can observe what is happening in the ward. 


The taking of meals is made difficult for a patient in a plaster cast with a head 
piece and it is almost impossible to use a spoon or a knife. The patient must be helped 
over these difficulties by using a feeding cup and cutting up the food. 


Special prismatic glasses wili give the correct field of vision for reading and 
sewing; it is not advisable in this case to give in to the patient’s wish for more pillows 
as it is of the utmost importance that the patient’s spine rests completely in the plaster 
cast. 

In the case of bandaging of a hip it may often be necessary before the plaster 
cast is made to apply extension bandages either to correct a contraction or to relieve 
pain. Such bandages must be looked at many times a day to ensure that hip and leg 
are in the right position and that the extension is comfortable. 


The nursing of a patient after a hip operation requires good co-operation be- 
tween the patient and the nurse, for it is vitally important that the patient be immobil- 
ized effectively in the cast. Therefore, particularly with children a circular plaster 
bandage or plaster splint should be applied (as shown in the picture). Pressure will 
be heavy on the buttocks but this can be relieved by the use of an air-ring which 
should not be pumped up too high on account of the position of the patient’s leg. 


During bed making care must be taken that the patient does not pull himself 
up in bed and thus hyperextend the knee. There should be three nurses to help make 
the bed the first few days after the operation. One nurse holds the area of the operated 
lower extremity, taking great care not to disturb the pin inserted in the femur and 
tibia, while the other two nurses raise the patient and place the bedpan in position, 


Finally, all cases with circular bandages should be observed carefully for symp- 
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toms of possible paraesthesia: cyanosis, chilliness, coldness of the skin, diminished 
movement and feeling, dropped foot—whichcan be caused bythe pressure of blankets 
and quilts but can be prevented by the use of an attached frame (see picture). 


Of the special bandages, circular bandages used after knee resection may be 
mentioned. Lying correctly in the bed is a necessary condition for the uniting of the 
bone in the right position. As the pictures show, the patient’s lower extremity is 
placed on a special frame which is fastened to the bed. Thus unnecessary and painful 
movement of the leg is avoided. The frame has the advantage that it can be raised 
immediately after the operation (in the case of bleeding or oedema) and lowered later 
by degrees. 


After resection there is often oozing of blood through the bandages. The fluid 
runs down the femur and can cause skin irritations. 


In tuberculosis of the shoulder, elbow and carpus, the nurse’s duties, in addition 
to those already mentioned, will be to exercise the patient’s arm and hand muscles. 
This demands great energy on the part of both patient and nurse. In shoulder affec- 
tions the patient will tend to draw the arm into the side of the body. The same applies 
after long use of an arm sling. Such a position should be strongly discouraged. 


Plaster, leather or plastic corsets have not been used to any greater extent in 
Denmark following the increasing use of operative treatment by bone grafting. In 
other places the patient is allowed to use the above bandages for a long time after 
getting up. 

Care of skin: there is a special reason for emphasizing the importance of caring 
for the skin of patients with the above mentioned complaints, as placing in a plaster 
cast, the presence of abscesses and sinuses and copious perspiration can cause bed 
sores. : 


It should be a matter of course that the skin is cleansed thoroughly with soap and 
vil. The daily toilet must be carried out as with other patients. 


Bed sores. On account of the rather common incidence of paresis of the lower 
extremities with impaired blood circulation and accompanying incontinence of urine 
and feces, particular watch should be kept for bed sores. If in spite of taking all 
precautions bed sores should arise, it can be difficult to treat them while keeping the 
patient as still as required. In such a case it would help to make a window in the 
plaster cast. By placing a mirror on the bed beneath the window, the treatment and 
progress of the sore can be watched. 


Getting up. When there are no special counter indications, the patient is usually 
allowed up 3—4 months after a spine operation. At first this will only be for 10 
minutes at a time, but the length of time allowed is increased gradually. For many 
months they must not lift heavy things and bending of the back must be avoided being 
substituted by bending at the knees when having to pick up something from the 
floor or tie a shoe lace etc. In the beginning walking is assisted by means of crutches 
but the use must soon be replaced by walking sticks as they do not result in the same 
harmful pull on the muscles as crutches. 


It is important to keep patients under observation within the four walls of the 
hospital for some months after completion of treatment, partly to get them trained 
to walk and also because the continued rest and regular routine offers a better pro- 
tection than is possible once they are back under home conditions. 
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Occupation and entertainments. As patients with long term illnesses are cut off 
from the usual environment of their homes and work places, and live instead in the 
peculiar atmosphere of a hospital with its limited possibilities, efforts must be made to 
mitigate any unfortunate effects by providing the right amusement and occupation 
for such patients. 


The nature of the amusement should be both stimulating and worthwhile. 


At the same time the importance of organized occupation of the patients must be 
emphasized, partly as a diversion and partly as re-training and preparation for the 
return to normal life, (many patients have to change over to another occupation 
after recovery, and this is made easier if preparatory training is begun before the 
discharge from hospital). The occupational programme is planned by a specially 
trained occupational therapist in close co-operation with doctors and nurses. 


Patients with hip complaints must often be confined to bed six to nine months 
after the hip operation. When the patient gets up, the affected hip is protected by 
the use of crutches to avoid support being taken by the lower extremity of the affected 
hip. It is important for nurses to make sure that the crutches are the right length. 
They must not be so long that they reach up to the patient’s axilla, as this can cause 
paralysis of the hands. 


Before a patient is sent home the nurse must impress upon him the importance of, 
a. not working (until certified as fit by the hospital about 1—2 years later). 
b. caution of back and hip. 

c. keeping rest periods, that is to say, getting up late in the morning, resting 
two hours in the middle of the day and going early to bed. 

d. to spend as much time as possible in the fresh air. 

e. taking a healthy and nutritious diet. 


In other words, their way of living should be a continuation of the hospital 
treatment in order to keep up their good general condition. 


Three months after discharge the patient comes to the hospital for a check up. 
This is followed by many succeeding check ups with increasing intervals between, 
until the patient is considered completely fit again. 


SPECIAL POINTS IN THE CARE OF CHILDREN 


The care of children with tuberculosis is not particularly different from that of 
other sick children—one must be fond of children, and understand how to deal with 
them so that they trust their nurses and feel secure. 


It is difficult in a private home to carry out treatment which usually lasts 2 to 3 
months and often longer. It is not easy to re-arrange a home to give the rest and 
regular routine which is so important for the patient. Moreover, a child treated at 
home becomes more easily self-centred and conscious of his illness than when treated 
together with other children. 

On receiving a child the nurse should have a thorough talk with its parents or 
the mother about the child, its habits, any special conditions in the home, and the 
social background. Visiting hours and special rules must be discussed, the reasons 
for these rules explained and also why they should be kept. 


In a children’s sanatorium or other institution all new patients should be admitted 
to an isolation department. This should be specially arranged with one, or at the 
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most two-bed wards where the patients can be isolated for two to three weeks or 
longer. This is to ensure that a child suffering from some infectious disease is pre- 
vented, by isolation, from infecting a whole department. It can be dangerous for a 
child with tuberculosis to contract an epidemic illness, for it can make the tubercu- 
losis worse. Measles and whooping cough would be particularly injurious. 


The following measures are required to protect the child from any infection by :— 


(a) Staff. Doctors and nurses wear special gowns; a separate gown used for 
each child; use of face masks by personnel at the least sign of a cold; all crockery 
on the ward to be boiled. 


(b) Visitors. Limited visiting hours; visits of not more than 2 persons together; 
no visiting by children; no visiting if there is any infectious disease in the home; 
unclean toys must not be brought in. 


(c) Other children. Handwashing between treatment of each child; the children 
are taken in regular order:— 


(a) the most healthy, (5) fever patients, (c) catarrhal. 


When the isolation period is completed and the child transferred to another 
department, care should be taken to place the child with others of the same age and 
whenever possible to place children who must be bedridden for a long time, beside 
each other. 


As with all patients, good personal cleanliness, daily morning and evening toilet, 
facilities for a frequent shower bath—at least twice a week. 


TEACHING AND RECREATION. 


An illness which requires a long stay in an institution, makes it necessary for the 
personnel to teach the children good habits such as cleanliness, orderliness and good 
manners. 


Nurses in a children’s sanatorium must be aware that the psychological care of 
children is just as important as the actual nursing. Suitable recreation is an important 
factor; children who are unhappy will not thrive and the cure will last longer. 


Children of school age who are ill for a long time must be provided with schooling 
in specially equipped classrooms to which children who are bed patients can also be 
wheeled. Teaching is given by fully qualified teachers and varies from one to four 
hours a day. The instruction is dependent upon the child’s condition of health. All 
school work is carried on in school time and the teaching is planned for the individual 
pupil. The teacher keeps in contact with the child’s former and future school. 


This teaching is partly intended as a factor for stimulation and diversion during 
the stay in hospital, and partly to make possible after discharge, the resumption of 
school life with companions of the same age. 


A children’s library run in connection with school, where the children are given 
advice by the teachers on the choice of books, is of great value. Similarly it is desirable 
that supplementary teaching be given to children who may be taking an examination 
course, or whose education has been interrupted at an inconvenient time. 


Apart from the purely educational side it is expedient to have an occupational 
therapist and a kindergarten teacher attached to the sanatorium,’ to assist in the 
development and employment of the children’s practical skills. 
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At suitable intervals there must naturally be amusing and instructive enter- 
tainment such as films, radio, television, excursions, music and singing etc. 


A splendid form of recreation for both boys and girls is to let them own and be 
responsible for their own small garden. Outdoor playgrounds with sand-pits, 
swings, play carts and, best of all a junk playground, will bring great joy and en- 
couragement. It is good for children to have small duties to perform each day such 
as making their own beds, helping to set the table, clearing away and possibly assisting 
smaller children with their clothes etc. 


PROTECTION OF PERSONNEL 


The appointment of tuberculin negative persons to tuberculous institutions 
must be avoided at all costs. 


All personnel should be X-rayed every 3 months. 


EFFECTIVE HYGIENE. 


1. Ordinary hygiene: the nurses on the departments must see that daily cleaning 
is thoroughly carried out and that there is fresh air in the wards. 


2. Personal hygiene: the nurse must not only take care of the patients but also 
take care of herself. She must live a healthy life, have good food and accom- 
modation, regular mealtimes, a daily bath, adequate sleep, fresh air and good 
outside interests. 


3. Caution. Nurses must be careful in handling patient’s things. This can be 
pui into practice by wearing a gown over the uniform, when in direct contact 
with the patient or the articles he uses such as sputum mug, dirty clothes, or 
china. This gown can however increase the patient’s feeling of being infectious. 
The practice in some tuberculosis hospitals is to use uniforms in the wards only 
and to have a gown to put over it for meals in the dining room. The best 
arrangement is to pass from the department to the residence through dressing 
rooms with shower baths where the nurse puts on her own clothes. It is a 
matter of course that the nurse should wash her hands every time she has been 
in contact with a patient or articles which can carry infection. 


DISINFECTION. 

Methods for killing tubercle bacilli include: 

Heat: boiling, autoclaving, burning. 

Chemical agents: e.g. formalin, lysol, cresol, alcohol. 

Airing: as a disinfecting agent sunshine is excellent, but in countries where 
the sun does not shine much other disinfecting methods must be used. 


In a tuberculosis hospital the daily disinfection takes place partly in the wards 
and partly in a specially installed disinfection unit with incinerator, sputum sterilizer, 
and mattress disinfector. 


What shall be disinfected and how? 


Tubercle bacilli can be found in the sputum, sinus discharges, urine and faeces. 
The sputum mug with its contents is boiled in a special apparatus, unless waxed 
paper sputum cups are used which together with contents are destroyed by burning. 
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If bacilli are found in the urine, faeces or discharges, disinfecting liquid is poured 
over it. The effectiveness depends on the amount, strength and the duration of the 
disinfecting agent. 


Linen and all clothing which can stand boiling should be boiled before washing. 
Instead of linen handkerchiefs, paper handkerchiefs can be used. The patient should 
be instructed in the use of these which should be folded several times. After use they 
should be put into an impregnated paper bag, hanging at the head of the patient’s 
bed. The bag with the used handkerchiefs is burnt. 


Mattresses, pillows and blankets are sent for formalin disinfection or autoclaving. 
Feather quilts can be sent for formalin disinfection, but it is less harmful for them to 
be aired. Half a day in the fresh air or a couple of hours strong sunshine is enough 
disinfection when they are turned frequently. 


Mackintoshes and air rings are placed in water to which is added disinfectant 
such as lysol. Glass, china and cutlery are washed and boiled for 5 minutes. 


Bed pans are boiled. In general, everything which can be boiled is boiled. 
Those things which cannot stand boiling can be washed in a disinfectant e.g. liquid 
formalin 1% or immersed 2 minutes in 70% alcohol. 


PARTICIPATION OF ALL NURSES 
IN THE FIGHT AGAINST TUBERCULOSIS 


ll nurses, irrespective of type or place of work, may participate in the fight 
against tuberculosis. 


In former years when tuberculosis was a universal infection in the community, 
the chances of preventive measures succeeding were limited; but with the gradual 
eradication of tuberculosis in dairy cattle the main source of the universal infection is 
disappearing. This means a new phase in the tuberculosis campaign and underlines 
the fact that measures against tuberculosis in dairy catttle is a most important part 
of the work. The preventive measures now concentrate on the human source of 
infection, from where the new cases spring. The main emphasis today, consequently, 
will be on casefinding and health education. The earlier the case is diagnosed, the 
smaller will be the role of the patient as a source of infection. With X-ray and other 
modern methods of diagnosis we are in a position to recognize the quite minimal 
cases of tuberculosis, which have not yet given subjective symptoms. The main 
task now is to decide which groups should be offered mass-examinations, and then to 
induce all persons included in these groups to come for examinations when offered 
to them. 


Since a great proportion of new cases can be traced to family exposure, the 
main group of apparently well people that should be examined are the household 
contacts of tuberculosis patients. The nursing duties in this connection have been 
described in a previous section. As emphasized by Chadwick and Pope: ‘ One of 
the greatest advantages of contact examinations for the diagnosis of tuberculosis 
lies in the relatively high proportion of incipient cases found. . . . The weakest link 
in the system of contact examinations is the difficulty in securing the examination 
of the older members of the family, especially the male members, among whom the 
incidence of tuberculosis is highest... .’ 
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Other groups to be offered mass-examination will be chosen on account of high 
incidence and mortality of tuberculosis, either because of occupation, economical 
status, age, or other reasons. 


But, this offer of free examinations will be of little use unless accepted by the 
people concerned. This is where health education is needed, and health education 
that will reach as great a part of the general public as possible; nurses are in a favour- 
able position to participate in this health education. 


The purpose of health education in the tuberculosis campaign is firstly to spread 
correct information on tuberculosis. Even intelligent people have very often accepted 
misconceptions regarding diagnosis, treatment, contagiousness and curability of 
tuberculosis, that may be very harmful to them, if they become tuberculosis patients, 
or contacts of patietns. Secondly, correct information will assist in doing away with 
the stigma so long associated with tuberculosis and often tempting patients to hide 
their disease. Thirdly, correct information will make people understand the necessity 
of taking part in mass-survey or other examinations, when offered to them. Those 
in whom tuberculosis is diagnosed will, on the basis of correct information regarding 
the illness as well as the possibilities for economic assistance to patients and their 
families, much more readily accept this diagnosis and carry through the necessary 
treatment. The chest-clinic doctor and nurse will have a much harder job when they 
have to overcome the resistance of an uninformed patient, to whom a diagnosis of 
tuberculosis is a much more severe shock than it would be to one correctly informed. 


Health education of patients, contacts and suspects is given by the public health 
nurse, whether working as a special chest clinic nurse or having tuberculosis visiting 
included in her generalized programme, and also by nurses in tuberculosis hospitals 
and sanatoria. This has been described in detail in previous sections since health 
teaching in hospitals most often is given incidentally, when the nurse, while giving 
care to patients, is provided with a point of departure from patient’s questions or 
condition. A// nurses in tuberculosis hospitals and sanatoria should be prepared to 
take part in this work, and also to utilize the possibilities for the health education of 
contacts when they visit the hospitals or sanatoria and turn to the nurse for informa- 
tion concerning the condition of the patient. The patient and his family should 
know how tuberculosis is acquired and transmitted to others, the various kinds of 
treatment, their purpose and possibilities. Unless this knowledge is present and 
understood, the patient and family cannot be expected to practise the health habits 
that will further his recovery and at the same time protect his family against infection. 
Both public health nurses and hospital nurses may support their health teaching by 
giving pamphlets on tuberculosis to patients and their families; such pamphlets 
should be given at the psychological moment when the patient is ready for it, not 
routinely distributed to all. National tuberculosis associations will usually supply 
the hospitals and chest clinics with suitable pamphlets for this purpose. 


The public health nurse is primarily a teacher of health, both environmental 
and personal health. This is indirectly an important contribution to the eradication 
of tuberculosis, since environmental factors today play such an important role in 
keeping tuberculosis active in our communities. Bad housing, poor nutrition, 
inadequate use of resources, faulty health habits all make the spread of tuberculosis 
easier, since infection is but one factor, and the individual resistance to the infection 
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another factor, which is highly influenced by personal health habits and environmental 
conditions. The public health nurse should help people make the best use of their 
resources and be active in reporting unhealthy environmental conditions to the 
proper authorities (local medical officer of health, inspector of housing, sanitary 
engineer). 

In addition to the general health education given by her, the public health nurse 
has numerous opportunities in her daily work in clinics and in the homes of patients 
and clients to give much specific information concerning tuberculosis, to correct 
dangerous misconceptions, and to persuade people to have their tuberculosis examina- 
tion, when it is offered to them, by explaining the reason for it. The public health 
nurse should not limit her efforts to the weeks preceding a local tuberculosis mass- 
survey, it should be a constant process; she should always be ‘ tuberculosis conscious ’; 
if she has not included tuberculosis-information in her daily work, she cannot make 
up for it by a few weeks of special activity. She should be on the alert for symptoms 
of tuberculosis among her clients and should persuade persons with symptoms of 
tuberculosis to have medical examinations. In prenatal and child health clinics, 
school nursing and institutional nursing she should assist in carrying through routine 
chest X-rays where this is part of the medical examination and use these opport- 
unities for health teaching concerning tuberculosis; where chest X-ray is not a routine 
procedure, she should observe closely and study health histories of patients for 
indication of symptoms of or exposure to tuberculosis and, if indicated, refer to the 
family doctor or chest clinic (according to local practice) for further examination. 
She should keep in mind the reduced resistance to tuberculosis infection after various 
communicable diseases such as measles and whooping cough and keep children under 
close observation after these diseases. 


Nurses in general hospitals and private duty nurses, even if their main duty 
is to give nursing care to patients, should use their opportunities for giving general 
health teaching and specific information on tuberculosis; they too can contribute to 
case-finding by observing symptoms, and following up information given them by 
patients which would indicate a history of tuberculosis or exposure to tuberculosis. 
If chest X-ray of new patients were made a routine procedure in all general hospitals, 
a considerable number of unknown cases of tuberculosis might be revealed, depending 
on the tuberculosis situation of the country, thus determining whether the cost of such 
a routine X-ray would be justified in that country. 


All nurses must remember the responsibility it places upon them that the public 
consider their information on diseases—including tuberculosis—authoritative. The 
patient expects the nurse to be able to give a correct answer to his questions. Any 
nurse—whether in curative or preventive work—will get many questions which 
may often seem irrelevant to the purpose of her visit or nursing care. She should 
not answer these questions superficially; a superficial, or even incorrect answer may 


later on prove harmful to the patient, owing to the authority with which the patient 
usually equips the nurse. 


This authority is by most patients given to the nurse until she happens to show 
that she does not deserve it. One way to destroy it is to preach one thing and practice 
something else. The nurse may instruct the patient that, when he coughs or sneezes, 
he should cover his mouth with his left hand, and that he should wash his hands often; 
she will warn him to abandon the very general bad habit of licking a finger when 
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turning the leaves of books or magazines; and soon he may observe the nurse herself 
doing all these things that she had so so nicely explained to him why he should avoid. 


Just as the nurse in her daily life should practice the health habits which she 
teaches, so should she have her regular health examinations according to the rules 
set down for the personnel in the institution where she is employed. Nurses exposed 
to tuberculosis must usually have a chest X-ray every three months. If they are not 
tuberculin positive, they should not be allowed to work in places where they are 
exposed to tuberculosis before they have had a successful B.C.G. vaccination. This 
means that student nurses should have their tuberculin test not later than two months 
before they are to be placed in a tuberculosis hospital or sanatorium. Nurses not 
working among tuberculosis-patients should have a chest X-ray once a year; they, 
too, should be vaccinated if they are not tuberculin-positive, since the undiagnosed 
cases of tuberculosis in general wards will otherwise mean a great risk to them. 
Student nurses should have a chest X-ray as often as every three months owing to the 
susceptibility of this age group which is increased by the strenous work to which many 
young women are not accustomed when starting their nursing education. 


The basic nursing education should, if possible, include a short period of tuber- 
culosis nursing and visits to chest clinics in addition to lectures on tuberculosis. 
Modern concepts of nursing education with the public health point of view integrated 
in all teaching and in all services should be a good preparation for the future teaching 
responsibility of these students. 


The public health nurse must have post-graduate nursing education which 
should include preventive medicine, hygiene, sociology, social legislation and services, 
psychology, mental hygiene, methods of teaching, principles and practice of public 
health nursing. Public health nurses need continued staff-education. They should 
be kept informed on the clinical aspects of tuberculosis, just as the hospital nurse 
should be kept up-to-date in her knowledge of the preventive and social aspects 
of tuberculosis; common staff-education programmes and case conferences will be 
of great value for both. 


Recent years have brought many important changes in the field of tuberculosis. 
Revolutionizing treatment and prognosis; improving the economic status of patients 
and their families, as well as providing facilities for rehabilitation. All these factors 
give us hope of eliminating tuberculosis from the community. How early this goal 
will be reached depends on the scientific developments and on the team work of 
doctors, nurses, social workers and social and health agencies in the community. 
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TRIPOLI SCHOOL OF NURSING 
Libya, North Africa 


HILDA HAKIM 


ACK of nurses for the needs of health services caused the Government of Libya 

to request assistance from the World Health Organization and in 1955 to sign an 
agreement with WHO and UNICEF to establish the first School of Nursing in the 
country. The objectives of the project were: 


1. To develop basic nursing education for selected young women who eventually 
will assume leadership in the curative and preventive services. 


2. To establish long term plans for the development of nursing education and 
nursing services throughout the country. 


Before initiating the project a survey of the nursing situation in the country was 
made by a WHO Nurse-Educator. This greatly helped with preliminary planning 
and assisting the Government, for example in the location of a site for the project, 
type of educational unit, equipment, furnishing and supplies required, and on desirable 
practice areas etc. The Government built the school of nursing and renovated a 
building as a residence for 40 students. Essential supplies and furniture were also 
provided. UNICEF assisted in rehabilitating the services for children and maternity 
care as a teaching area for the school. WHO assisted with demonstration, teaching 
equipment and visual aid materials. The school is functional and attractive with 
adequate equipment. The school and residences are located in a large compound 
and students enjoy the recreational facilities available. 


Not only was there an urgent need in the country for qualified nurses, but also 
for auxiliary health workers in the hospital nursing services. It was therefore decided 
by the Government to carry out simultaneously two different types of training 
programmes: one for the training of qualified nurses in a 3—4 year programme; the 
second, a 2 year course, for the training of assistant nurses. 


Progressive training is planned for those of the latter group who have good 
potentialities and desire to take further studies. They can enrol in the school of 
nursing and qualify as nurses after two additional years of training. 


The project is under the auspices and responsibility of the Ministry of Health 
with technical assistance from WHO. The Ministry provides a yearly budget of 
£L. 15,000 for operational expenses. The'students and trainees have free tuition, live 
in the residence with food and lodging provided. They receive a monthly stipend of 
£L. 5,—in addition to books and uniforms. The house mother with direction from 
the staff has created a permissive and homely atmosphere. She helps them to live 
together in a healthy, co-operative environment. 


As there were no Libyan nurses to act as counterparts to the WHO nurse educa- 
tors, the Government recruited two qualified nurses, one from Egypt and the other 
from Jordan to assume interim counterpart functions, A team of four International 
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Nurses are provided by WHO, one of whom is the senior and director of the school. 
The project nursing staff are responsible for all facets of the programme, e.g. admin- 
istration, recruitment, education of the public concerning nursing, teaching of 
nursing and allied subjects, supervision of the students and trainees in the teaching 
practice areas, etc. Other part-time personnel assist in teaching. 


The school is an educational institution independent from hospital administra- 
tion, which allows for flexibility in planning and implementation of the curricula. 
Close relationship is maintained with hospital staff who have a great interest in the 
school and its progress. 


Ninth grade general education is a prerequisite for enrolment in the school of 
nursing, and sixth grade standard for the course for assistant nurses. Thecurriculum 
for preparation of the professional nurse is planned to meet the needs of the country 
in keeping with minimum requirements as set forth by the International Council of 
Nurses. The programme for the training of assistant nurses is presented in the most 
simple form and closely correlated with practice. 


Teaching is in Arabic and the outlines of the programme of studies are shown in 
the tables below. The student and trainees have their practice in the General Hospital 
of the Government which has a 1000 bed capacity and the required basic services. 
The school bus, provided by the Government, transports students and staff to the 
clinical teaching areas. Students are guided and supervised during their entire 
experience. Two additional cars have arrived from WHO. 


After the school was inaugurated, the first candidates enrolled in August 1957. 
One to pursue training as a qualified nurse and twelve for the assistant nurses’ course. 
The latter group graduated in July 1959, and is working in the Government Hospital. 
They receive in-service training and supervision from the school staff. The one 
student nurse graduated August 1960. She will work closely with the school staff 
both in school and hospital. 


I. PROFESSIONAL NURSES PROGRAMMES OF STUDIES 








SUBJECTS THEORY PLACEMENT MONTHS OF 
(hours) (year) PRACTICE 

Personal Hygiene 25 I 

Elementary Anatomy and Physiology 70 I 

Elementary Chemistry 35 I 

Community Health 45 I 

History of Nursing 15 I 

Ethics of Nursing 10 I 

Mental Hygiene and Psychology 25 II 

Social Aspects of Nursing 10 III 

Physical Education 10 I 

Drugs and Solutions 40 II 

Nursing Arts 160 1.11 6 

Nutrition 40 II 1 

Surgical Nursing 60 ILI 4 

Medical Nursing 60 ILI 4 

Obstetric Nursing 45 II 4 

Paediatric Nursing and the Well Child 45 ILI 3 

Psychiatric Nursing 10 III l 

Nursing in the Home and Community 45 II 3 

Professiona! Adjustment 20 Ill 

First Aid 30 Il 


Vacations: One month each year. 
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II. ASSISTANT NURSES COURSES 








SUBJECTS THEORY PLACEMENT MONTHS OF 
(hours) (year) PRACTICE 

Personal Hygiene 25 I 

Elementary Anatomy and Physiology 60 I 

Community Health 45 I 

History of Nursing 15 I 

Ethics of Nursing 10 I 

Physical Education 10 I 

Drugs and Solutions 10 II 

Nursing Arts 160 LII 6 

Nutrition a II 

Surgical Nursing 25 II 3 

Medical Nursing 25 II 3 

Obstetric Nursing 30 II 3 

Paediatric Nursing and the Well Child 30 II 3 

Arabic and Arithmetic I 

First Aid 30 II 


Vacation: One month each year. 


The second course for assistant nurses commenced on 1 September 1959. After 
screening fifty applicants, twenty-one were enrolled. As the trainees only had the 
educational prerequisites for auxiliary training, none applied for enrolment in the 
school of nursing. 


The Tripoli School of Nursing (being the only school in the country) is organized 
to provide good standards of nursing education. Its goal is gradually being attained. 


Although educational opportunities are expanding for young women there is 
still a limited number from which to draw for admission to the school; this is a 
predominant difficulty. Coupled with this are attitudes and general outlook on 
nursing—it is considered to be inferior to other professions in the country. This was 
the situation all over the world when nursing was very young and before it was estab- 
lished as a profession. Education of the public concerning nursing is a continuous 
process and close contact is maintained with general educational leaders, and pro- 
grammes in education. A film entitled “‘ A letter to Jamileh ” based on the life of a 
student nurse in the school was filmed in Arabic and an attractive brochure developed 
for use in the community and the school systems of the county. 


On May 12 1960, the school of nursing celebrated “ Florence Nightingale Day ”’ 
and held a capping ceremony for the assistant nurses. A large publicity campaign 
was also launched. The British and the United States Information Service organized 
an exhibit for the public on nursing. This was also displayed in the various schools 
which described nursing advancements in different parts of the world and the develop- 
ment and progress of the profession in Libya. 


Miss Daisy Bridges of the ICN was requested to send a message to the students 
and graduates. She very kindly responded and the message was read, in Arabic, at 
the end of the ceremony. This created a most encouraging atmosphere and impressed 
on the audience that nurses in other parts of the world were interested in the progress 
that nursing was making in their country. 


There are many gratifying and encouraging results since the starting of the opera- 
tional phase of the programme. There is continuous support from his Excellency the 
Minister of Health and his staff as well as responsible officials. Every effort is made 
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by the school staff to meet community members and they are encouraged to visit the 
school of nursing. 


Though the development appears slow, yet the advance made is encouraging. 
Only time will help to solve some of the problems. Since the school was established 
the public is beginning to appreciate the need for qualified nurses, and they realize 
that it requires careful planning and implementation of activities to create a sound 
educational programme. It is appreciated that there are many cultural factors to be 
considered and that their influence predominates. However, changes are occurring 
in the country and it is envisaged that in the process those relating to nursing will be 
made concurrently. 








WOMEN and the NEW EAST 


BY RUTH WOODSMALL 


Nursing as a career has made remarkable strides in recent years in the countries 
considered in Miss Woodsmall’s work—Turkey, Persia, Afghanistan, Pakistan, India and 
Indonesia. Both in professional qualifications and in status, nurses have demonstrated, 
perhaps more than any other group, the changing role of women in the East. Miss 
Woodsmall devotes a large part of her study of each country to the nursing profession. 


THE AUTHOR speaks with authority, for her research into the changing role and 
status of Eastern women has consumed the good part of a lifetime. From 1935 until 
1947 she served as General Secretary of the World’s Y.W.C.A. Her 1936 book, Moslem 
Women Enter a New World, based on personal studies and experience throughout the 
area, was followed in 1955 by her collaboration in another, The Role of Women, Their 
Activities and Organizations in Lebanon, Egypt, Iraq, Jordan and Syria, published by the 
International Federation of Business and Professional Women. 


Reference tables, complete indexing, a biographical section and three sections of 
photos enhance the volume’s value to specialist and non-professional reader alike. 
Price: $5.50 per copy. Please add $0.50 for postage and handling. 
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Professional Standards and Economic Status 
of Nurses in the United States 


DANIEL H. KRUGER, Pu.D. 
Labour and Industrial Relations Centre 
Michigan State University 


HE several journals of nursing in recent years contain many articles relative 

to the professional status of nurses. The term ‘ professional’ has been widely 
used and abused by many groups. A growing number of occupational groups seeking 
status, recognition and prestige have affixed the term ‘ professional ’ to their job title. 
The avidness with which the term is being used has been explained, in part, as a 
cultural phenomenon. 


Groups seeking status and recognition through the term ‘ professional’ rest 
their claim on: 
(1) educational requirements; 
(2) experience; and 
(3) standards of behaviour. 


While it is true that education is an important aspect of professionalism, nurses 
cannot claim professionalization solely on the basis of education. There are some 
nurses who have not kept pace with changes in nursing. For these, the learning process 
ended with graduation. They have not attended the growing list of courses, work- 
shops and clinics being offered for nurses which are designed to keep them properly 
informed. 


Experience likewise cannot serve solely as the basis for professionalism. What 
kind of experience really counts—taking temperatures? keeping records? being a 
supervisor? dispensing aspirins? Others can do these functions without any broad 
experience. 


Standards of behaviour or professional ethics are also important, but standing 
alone they are insufficient for claiming professionalization. The standards of behaviour 
are printed on quality paper; the words are well chosen; they sound well; there is a 
certain rhythm to the style used in putting the words together. But words alone, no 
matter how pious they may be, do not make for professional status. 


Professional ethics are not something mysterious, nor do they take the form 
of some catechism. The standards, competency and professional ethics take substance 
and form in the corridors, laboratories, hospital rooms, clinics, medical departments 
of business and industrial establishments and wherever nurses discharge their job 
duties. The professional ethics are only so many words in a particular combination. 
They take on meaning through action, responsible action, both individual and 
collective action. Status, like respect, cannot be given. It must be rightfully earned. 





Dr. Kruger is a Consultant to the Michigan State Nurses Association on their Economic Security 
Programme. His work has brought him into contact with many groups of nurses. He recently 
delivered a paper at the 13th International Congress on Occupational Health on the above subject. 
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Professional ethics are important. It is recognized that the professional nurse 
must not only be adequately prepared to practice, but must maintain professional 
status through continued reading, study, observation and investigation. Further- 
more, the professional nurse must incorporate the principles of the American Nurses 
Association, the ‘ Code for Professional Nurses’, into her modus operandi. The 
Code emphasizes that the nurse has the “‘ fundamental responsibility to conserve life 
and to promote health”. The relationships between patient and nurse and between 
physician and nurse are underscored. Since these are well known, we need not dwell 
on them here. 


Although there are other aspects of this professional code, attention is focused 
on two points: 


(1) ‘ The nurse has an obligation to give conscientious service and in return 
is entitled to just remuneration. ’ 


(2) ‘The nurse should participate and share responsibility with other 
citizens and health professions in promoting efforts to meet the health needs of 
the public.’ 


The Code points out that nurses have certain responsibilities. They are concerned 
with the health needs of the public. Nurses, according to a recent International 
Labour Office report, ‘supply the most exacting, comprehensive and responsible 
care of a nursing nature.? In addition, nurses have a responsibility for the welfare 
of their group and for their own personal welfare. 


Are professional nurses meeting these responsibilities? One dimension of the 
professional code is the responsibility for seeing that a sufficient supply of qualified 
nurses is available to meet current needs. The nation is reminded periodically of 
the shortage of nurses. The various groups interested in nursing are spending 
considerable time, effort and money in the recruitment of nurses. The success of 
these campaigns to date has been extremely limited. To put it more succinctly, they 
have failed to attract sufficient numbers of persons to nursing to meet the demands. 
Furthermore, they are doomed to failure unless all segments of the nursing profession 
seek sufficient improvement in the nurse’s economic and occupational status. As 
the Committee on the Function of Nursing pointed out in 1948, ‘a major reason for 
the shortage of nurses is the traditional tendency to minimize economic incentives 
in rewarding nurses. The profession has been losing potential recruits to competing 
professions and occupations.’* This astute observation made eleven years ago is 
still valid today. 


The same conclusion was reached by participants from fourteen countries 
attending the ILO meeting on the conditions of work and employment of nurses 
held in Geneva in October 1958. It was generally agreed by the participants that the 
shortage of nurses was due to several factors, among them: (a) The nurses’ remunera- 
tion was generally inadequate in view of the education and training required and the 
responsibilities involved; (6) The nurses’ working hours were longer than in other 
professions; (c) The nursing profession was not accorded the social and professional 
status it deserved. 


What inducements are there for a person to become a nurse? What can young 
persons be told about the profession which will attract them? Recruitment materials 
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place heavy emphasis on Service, on Glamour, and on Women in White (crisp white 
uniforms). To be of service to mankind may attract those persons motivated by high 
ideals. It is apparent, however, that this approach has had limited success. The 
current data on nursing manpower support this observation. 


In January 1958, it was estimated that there were approximately 460,000 employed 
professional nurses in the United States. This represented a gain of 30,000 over the 
1956 estimate. Most of this gain has been attributed to the increases in part-time 
employees and the return of married inactive nurses.6 While this gain represents 
approximately a seven per cent. increase, there are still unmet nursing needs. One 
measure of need can be expressed in terms of the ratio of nurses to population. 
In 1958 there were 268 employed professional nurses per 100,000 population in the 
United States. A reasonable goal is 300 nurses per 100,000 population.’ Therefore, 
to meet this standard -vill require 56,000 additional nurses. Although the number of 
professional nurses is increasing, the population of the nation is also increasing. 
The rapid population growth of the nation has accentuated the shortage of profes- 
sional nurses. 


The economic status of professional nurses does not offer an attractive inducement. 
Table I below presents the average weekly earnings for three classes of nurses in the 
United States. The earnings range from $69.23 per week for general duty nurses to a 
high of $88.35 per week, for industrial nurses. The public health nurses in local 
official health units received $84.75 a week, on the average, while the nurses in non- 
official agencies earned, on the average, $77.73 per week. 


The significance of the weekly earnings of these classes of professional nurses is 
brought into sharper focus when compared with the earnings of other occupational 
groups. There are difficulties inherent in this kind of comparison. Job content, 
educational requirements, preparation, skill and responsibility vary. Such a com- 
parison, however, does show the relative economic status of nurses. 


In Table II are presented earnings for select occupational groups in 20 major 
labour markets in the United States for the year 1958-59. The occupations were 
selected from manufacturing industries. It is seen that painters in manufacturing 
industries received $104.68 a week while industrial nurses were paid $88.35. The 
industrial nurses trailed the male tabulating machine operators who earned $89.40. 
The differential between these two occupations was $1.05 a week. The difference 
in pay between an industrial nurse and a shipping clerk was 49 cents a week; the 
difference in weekly pay between an industrial nurse and a plant guard was $1.75. 
The industrial nurse earned $1.83 a week more than the driver of a small truck. 


When the earnings of public health nurses (Table I) are compared with the occupa- 
tions shown in Table II, the public health nurses in the local official health unit 
received slightly more than accounting clerks (Women, Class A). The public health 
nurses in non-official agencies with earnings of $77.73 per week, ranked just above 
labourers and janitors. All occupations shown in Table II receive $3.00 to $35.00 a 
week more than general duty nurses. It would seem that the educational requirements, 
preparation and responsibility of professional nurses are of a higher order of 
magnitude than those of the other occupations listed in Table II. 


Another inducement which is used to attract new entrants into nursing or to 
keep experienced nurses in nursing is the high status of the group. Nurses do have 
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TABLE I 
EARNINGS FOR THREE CLASSES OF NURSES IN THE UNITED STATES, 1957-59 
Average 
Class Weekly Year 
Earnings 
$ 
Industrial Nurses! (Registered Nurses) . . 88.35 1958—S59 
Public Health Staff Nurses? sa - 1959 
Local Official Health Units wi 84.758 
Non-official Agencies ‘“ ” 77.738 
General Duty Nurses... a ne 69.234 1959 





1Data adopted from Wages and Related Benefits, 20 Labour Markets, 1958-59. Bureau of Labour 
Statistics (Bulletin No. 1240-22), Washington, D.C. 


2Data adopted from Facts on Nursing, 1960 edition, p. 133. 
8’Data computed from median annual salaries. 


‘Data for female professional nurses in non-government hospitals. Data adopted from Facts 
about Nursing, 1960 edition, p. 122. 


TABLE II 


AVERAGE OCCUPATINAL EARNINGS FOR SELECT GROUPS OF WORKERS IN 20 
Major LABOUR MARKETS, 1958-59, FOR MANUFACTURING INDUSTRIES 








Average 
Occupation Weekly Rank 
Earnings 
$ 

1. Industrial Nurse (Registered Nurse) 88.35 3 
2. Secretaries (Women) 85.68 7 
3. Accounting Clerks (Women) Class A 83.33 9 
4. Tabulating Machine Operators _— 89.40 2 
5. Clerks—Receiving .. 85.34 8 
6. Clerks—Shipping ( ee ‘ ea 87.86 4 
7. Painters ee Sj ise 104.68 1 
8. Guards , x 86.60 3 
9. Truck Drivers (under 14 tons) a 86.52 6 
10. Janitors, Porters and Cleaners (Men) 72.96 11 
11. Labourers—Material Handling .. 76.34 10 





Source: Wages and Related Benefits, 20 Labour Markets, 1958-59, Bureau of Labour Statistics 
(Bulletin 1240-22). 


The Labour Markets covered include: Boston, Buffalo, Newark-Jersey City, New York City, 
Philadelphia, Atlanta, Baltimore, Dallas, Memphis, New Orleans, Chicago, Detroit, Milwaukee, 
Minneapolis-St. Paul, St. Louis, Denver, Los Angeles-Long Beach, Portland, San Francisco- Oakland, 
and Seattle. 
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high occupational status. Nurses have had a long tradition for such status. One 
possible explanation may be found in the nature of service performed and in their 
close identification with the medical profession.® The physician enjoys the highest 
status of all occupational groups. This suggests a ‘ spill-over effect’ or status 
through osmosis. While the occupational status may be high, it is clear, as evidenced 
by Tables I and II, that professional nurses do not enjoy the same high economic 
status. 


It is difficult to make a strong status appeal in face of these earning differentials. 
Income is a fundamental factor in status. As Miller and Form point out, ‘ contem- 
porary Western culture is materialistic and it tends to measure social honour in 
economic terms ’.1!_ Many persons apply a pecuniary yardstick in measuring status. 
A better job is in many instances a better paying job. While there is much criticism 
about the growing emphasis on materialism, status tends to parallel economic levels. 


The nurse, as was indicated earlier in this paper, has the ‘ fundamental respons- 
bility to conserve life and promote health’. The nurse is primarily dedicated to the 
welfare of the patients. With the shortage of qualified nurses, what kind of patient 
care is being rendered? Can the nurse be dedicated to the welfare of those she serves 
when there are so many patients to serve? The growing complexity of health care in 
1960 requires an adequate supply of qualified personnel. 


Nurses have a responsibility for the welfare of their group and for their own 
personal welfare. According to the American Nurses’ Association, ‘ it is the nurse’s 
responsibility to work for the improvement of conditions of employment in order to 
make it possible for her to render nursing service at the maximum of her efficiency ’.?2 
There is considerable evidence which suggests that nurses have not fully met either 
their responsibility for their group or for their personal welfare. While some 
improvements have been made,!* there remains much to be done if the professional 
standards and economic status of nurses are to be improved. The earnings of profes- 
sional nurses have indeed lagged behind other groups. These low earnings are 
having an adverse effect on the profession. The pledge, ‘to do all in my power to 
maintain and elevate the standard of my profession,’ almost has an empty ring in 
light of the current economic status of professional nurses. 


Professional standards of nursing and the economic status of nurses are, in part, 
interrelated. Reference has already been made of the failure of the profession to 
attract new recruits. The patient loads and the quality of patient care have been 
affected by the shortage of qualified nurses. Because of employment practices of 
employers, coupled with the shortage of nurses, the professional nurse is witnessing 
a growing number of non-professional personnel performing services which should 
only be performed by competent registered nurses. On the job treatment, including 
compensation, which injures personal dignity and integrity, affects professional 
standards. Their working conditions and job assignments are likewise matters 
affecting professional standards. The passive attitude of nurses towards their 
economic status is a matter pertinent to their professional standards. 


To enhance their professional standards, nurses must also improve their economic 
status. Achieving new economic status may well require the development of different 
institutional arrangements. Nurses working through their professional associations 
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must seek out solutions or a series of solutions to the economic problems which beset 
the professional nurse. In a free society, the decision to improve their economic 
status will be made by the nurses themselves. The implementation of their decision 
will require sufficient will-to-action. 
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Nurses as World Citizens 


Extracts from the Graduation Address at St. PAUL’s 
HosPITAL SCHOOL OF NURSING, VANCOUVER, Canada, 
given by William Carleton Gibson, M.D., Kinsmen Professor 
of Neurological Research, University of British Columbia. 


eres of you may have asked yourselves whether being a nurse, from now on, will be as 
interesting as becoming a nurse has been. You may be wondering ‘ Will nursing be 
enough? How can a nurse be a good citizen?’ 


One nurse, just one hundred years ago, lived the life of a good citizen—a world citizen, 
as we now realize. It may be that this part of her life story, stranger than fiction, may 
serve to inspire and support you as you go out into a world bristling with problems. There 
are fields today, as you will find out, in need of similar fearless pioneering—such areas of 
darkness and superstition as mental illness, the nursing care of an ageing population, the 
preservation of public recreational areas, the rehabilitation of epileptics, the education of 
the mentally handicapped child—to mention but a few. 


Now to the story. After the heroine of the Crimean War, Miss Nightingale, returned 
to Britain at the age of 36, she became a peacetime campaigner of a type which the world 
had not known before. She had seen the cost of mismanagement in war, at the only level 
that really matters—that of the individual soldier. The assault which she launched against 
the War Office was more awe-inspiring than anything which the Russians had produced in 
two years of bitter warfare. Though exhausted and ill from her ceaseless vigil on behalf of 
the serving soldier, she decided that only a Royal Commission on the Health of the Army 
would prevent a repetition of the colossal and expensive blunders which she had witnessed 
in the Crimea. , 


Looking back a century, it all seems incredible. A lone nurse, equipped only with a 
pen, writing in the dingy Burlington Hotel in the heart of London, bringing into line succes- 
sive Ministers of War, Prime Ministers, and whole armies, by the relentless statistical invest- 
igation of every phase of human waste in that war. The Royal Commission under her 
loyal friend, Sidney Herbert, was eventually to change the entire medical arrangements of 
the Army, to provide an Army Medical School, to organize a statistical service for the 
British Army, and to improve the lot of the common soldier through attention to feeding 
establishments, laundries, hospitals and barracks. 


At the age of 37, Florence Nightingale took to her bed, and remained there almost 
continuously for 53 years. From this vantage point she bombarded unwilling and ostrich- 
like army officials, using the ammunition gathered from reports on the Crimean campaign. 
In the process, her loyal assistant, Dr. William Farr, developed the science of medical 
statistics as we know the subject today. Miss Nightingale was colloquially referred to as 
the ‘ Commander in Chief’ and her hotel rooms as ‘ the little War Office’. While refusing 
to testify before the Royal Commission, for fear of making a public spectacle of herself, 
she nevertheless submitted a brief of thirty printed pages. The information was so devastating 
that the public soon saw that the ailing soldier was fortunate indeed who escaped being sent 
to a military hospital, whether in war or peace. Later, she was to show with the same relent- 
less marshalling of facts, that women in childbirth were safer in their own homes than in 
maternity hospitals. All this was years before the discovery of the rdle of bacteria in hospital 
infections. The British people were made to realize that, for the soldier, the battlefield was 
safer than the military hospital. For the first time there was a champion—a civilian nurse— 
for the ‘ soldier as a citizen ’. 
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The crowned heads of Europe and Cardinal Manning came to pay homage to Miss 
Nightingale. Strengthened by their interest she kept on investigating and writing furiously. 
Hospital and barracks construction were the next issues taken up and she advised the 
Minister of War to tear down his newest piece of military hospital construction at Netley! 
Again an ‘ inconspicuous little pamphlet ’ was circulated with such confidential warnings 
as, ‘ May I ask you not to mention to anyone that you have this report ’, or ‘ This report is 
in no sense public property ’. It naturally became so, however, and things began to happen 
again. 

As 2 result, the ailing nurse was asked to advise on the construction of such great 
hospitals as The Royal Infirmary in Edinburgh. Lord Shaftesbury asked that a small 
manual, Notes on Hospitals, be produced by her for the great Social Science Congress in 
London in 1859. This was followed by that remarkable little volume Notes on Nursing. 


It is little wonder that this irrepressible nurse should be given the Order of Merit by 
King Edward VII. She is the only woman ever to receive that distinction. 


To conclude this brief survey of her life ‘“‘ as a good citizen ’’ perhaps we should return 
to Miss Nightingale’s concept of nursing, by quoting her own words as addressed to the 
students at St. Thomas’s Hospital, London, as they prepared to graduate in 1881. 


** To be a good nurse one must be a good woman .. . Let us value our training not as it 


makes us cleverer or superior to others, but inasmuch as it enables us to be more useful and 
helpful to our fellow creatures.” 
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UNICEF 





Fonds des Nations Unies pour lPenfance 


Responsabilités decoulant de la Déclaration des droits de l’enfant 


E Conseil s’est vivement préoccupé des responsabilités découlant, pour le FISE, 

de la Déclaration des droits de l’enfant adoptée en novembre 1959 par l’Assemblée 
générale. Vu l’importance de sa tache, le Conseil a mis au point une déclaration qui 
contenait ses vues sur la question et soulignait qu’il aurait nécessairement besoin de 
ressources nouvelles pour pouvoir remplir ses obligations. Cette déclaration, que 
le Conseil a adoptée a l’unanimité, est ainsi congue: 


1) A sa quatorziéme session, l’Assemblée générale des Nations Unies a adopté 
la Déclaration des droits de l’enfant [résolution 1386 (XIV)]*. Celle-ci proclame, 
entre autres principes, que l’enfant doit pouvoir grandir et se développer d’une facgon 
saine et avoir droit 4 une alimentation, 4 un logement, a des loisirs et 4 des soins 
médicaux adéquats, a l’éducation et a la sécurité morale et matérielle. La Déclaration 
place dans un cadre plus large les responsabilités pratiques qui ont été confiées au 
FISE. C’est en tenant compte des nobles principes de la Déclaration que le Fonds 
organisera son programme au service de l’enfance du monde entier. 


2) A la méme session, l’Assemblée générale des Nations Unies a reconnu, dans 
sa résolution 1391 (XIV), que le fonds des Nations Unies pour |’enfance constituait 
un moyen pratique de coopération internationale permettant d’aider les pays a 
réaliser les fins de la Déclaration des droits de l’enfant et a exprimé l’espoir que, vu 
l’ampleur et le nombre des besoins qui subsistent, tous les gouvernements des Etats 
Membres de l?ONU ou membres d’institutions spécialisées vérseraient au FISE des 
contributions aussi généreuses que possible. 


3) Les enfants des pays peu développés ont les mémes besoins que les autres 
enfantsdu monde. Or une nutrition défectueuse, le manque d’instruction, l’insuffisance 
de Il’habillement et du logement et un mauvais état de santé les empéchent souvent 
de profiter des joies d’une enfance heureuse, puis, devenus adultes, de contribuer 
au relévement du niveau de vie de la collectivité 4 laquelle ils appartiennent. 


4) La situation revét une urgence accrue si l’on considére que prés de deux milliards 
de bébés doivent naitre au cours des 16 années a venir (c’est-a-dire d’ici 4 1975), 
dont plus de 80 pour 100 dans les pays peu développés. 


5) Lors de sa création en 1947, le FISE avait initialement pour tache de venir en 
aide aux enfants éprouvés par la guerre. En 1950, l’ceuvre de reconstruction terminée, 
l’Assemblée générale a confié au Fonds un nouveau mandat: celui de fournir une 
aide a long terme a l’enfance, notamment dans les pays peu développés. 


6) Des millions d’enfants ont bénéficié et bénéficient de l’aide du FISE qui leur 
assure un bon départ dans la vie et continue ensuite a les protéger de la maladie et de 
la faim. Le Fonds aborde maintenant le domaine plus vaste des besoins sociaux 
des enfants. Mais, pour chaque enfant recevant une assistance, il y en a au moins 
10 qui ont besoin d’une aide, et certains de ceux qui bénéficient d’une assistance dans 
un domaine donné ont besoin de secours dans d’autres domaines. 
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7) L’aide du FISE dépend 4 la fois des demandes et de la coopération des pays 
bénéficiaires. Son orientation est liée de plus en plus 4 une meilleure compréhension 
des besoins de l’enfance de la part des gouvernements, des organisations et des 
particuliers. Aussi est-il indispensable de faire sans relache des recherches et des 
études pour déterminer ces besoins et les moyens d’y satisfaire. 


8) Afin de s’acquitter de ces responsabilités qui évoluent et s’élargissent sans 
cesse, le FISE arréte son programme dans le cadre plus large des Nations Unies. 
Entretenant des relations étroites avec les départements intéressés de l’Organisation 
des Nations Unies et les institutions spécialisées qualifiées, le Fonds combine ses 
efforts avec les leurs pour canaliser les compétences et les appuis matériels en vue 
d’une amélioration du sort de l’humanité. 


9) Au cours des derniéres années, le FISE a dépensé en moyenne 25 millions de 
dollars chaque année pour fournir une assistance aux pays bénéficiaires; sur cette 
somme, les gouvernements donateurs ont versé 19.500.000 dollars; 3 millions de 
dollars proviennent d’autres sources, le solde étant prélevé sur les revenus des 
placements et les réserves. Dans ces contributions, il n’est pas tenu compte de. la 
valeur des dons en nature (principalement lait écrémé en poudre) fournis par certains 
gouvernements aux populations des pays peu développés. En outre, les gouverne- 
ments bénéficiaires ont eux-mémes dépensé en moyenne 58 millions de dollars par an, 
a titre de contrepartie, pour mettre en ceuvre les projets bénéficiant de l’assistance 
du FISE. 


10) Les contributions des gouvernements, des organisations et des particuliers 
sont les moyens qui permettent au FISE de faire face a ses responsabilités croissantes 
et de profiter des possibilités nouvelles, et cela pour servir le nombre toujours plus 
élevé des enfants nécessiteux dans un monde en paix. 


11) Les besoins de l’enfance étant de mieux en mieux connus et les ressources 
des pays donateurs s’accroissant, on espére que les gouvernements prendront en 
considération l’appel pressant lancé par l’Assemblée générale de l’ONU, 4a sa 
quatorziéme session, et soutiendront cette grande cause humanitaire, convaincus des 
importants avantages économiques que représentent des investissements faits dans 
Vintérét de l’humanité. 


Extrait du rapport du Conseil d’administration du FISE (UNICEF), mars 1960 (E/3336) 


Fondo de las Naciones unidas para la infancia 


Deberes del UNICEF en relacion con la declaracion 
de los derechos del nino 


NA de las cuestiones que mas preocupé a la Junta fue la de los deberes del Fondo 

con respecto a la declaracién de los derechos del nifio, aprobada por la 
Asamblea General en noviembre de 1959. En vista de la gran importancia de esos 
deberes, la Junta preparé una declaracién en la que consignaba su opinién sobre 
las mismas, y destacaba la necesidad de contar con mas recursos para contribuir a 
darles cumplimiento. Esta declaracién, que la Junta aprobé por unanimidad, dice asi: 
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1) En su decimocuarto periodo de sesiones, la Asamblea General de las Naciones 
Unidas aprobo la Declaracién de los Derechos del Nifio [resolucién 1386 (XIV)}°. 
En sus principios, la Declaracién afirma que el nifio debera crecer y desarrollarse en 
buena salud y disfrutar de alimentacion, vivienda, recreo, servicios médicos y educacién 
adecuados y de seguridad moral y material. La Declaracién de los Derechos del 
Nifio coloca en un marco mas amplio las responsabilidades de orden practico confiadas 
al UNICEF. El UNICEF preparara su programa en completo acuerdo con los 
elevados principios contenidos en la Declaracién al desarrollar su servicio a los nifios 
del mundo. 


2) En el mismo periodo de sesiones, la Asamblea General de las Naciones Unidas 
reconocid, en su resolucién 1391 (XIV), que el Fondo de las Naciones Unidas para la 
Infancia constituia un medio practico de colaboracién internacional para ayudar a 
los paises a llevar a la realidad los fines enunciados en la Declaracién de los Derechos 
del Nifio, y, en vista de las muchas necesidades que atin no han sido atendidas, 
expresO la esperanza de que todos los gobiernos de los Estados Miembros de las 
Naciones Unidas o miembros de los organismos especializados contribuyeran al 
UNICEF con la mayor generosidad posible. 


3) Los nifios de los paises menos desarrollados tienen las mismas necesidades 
que los de los demas paises del mundo. Pero una nutricidén inadecuada, la falta de 
educacion, la insuficiencia del vestido y de la vivienda y una salud precaria suelen 
impedirles gozar de una infancia feliz y menoscaban su capacidad, al llegar a la 
edad adulta, para contribuir a elevar el nivel de vida de sus comunidades. 


4) El problema se hace tanto mas urgente por cuanto en los préximos 16 aiios 
(es decir, hacia 1975), vendran al mundo unos 2.000 millones de nifios, de los cuales 
mas del 80 % naceran en los paises menos desarrollados. 


5) Cuando se creé el Fondo, en 1947, se le encomend6 la tarea inicial de ayudar 
a los nifios que padecian las consecuencias de la guerra. En 1950, terminadas ya 
las tareas de reconstruccién, la Asamblea General definid nuevamente la misién del 
UNICEF asignandole la labor de actuar a largo plazo en favor de los nifios, especial- 
mente en los paises menos desarrollados. 


6) Millones de nifios se han beneficiado y se siguen beneficiando de la ayuda 
que presta el UNICEF para contribuir a que empiecen su vida en buen estado de 
salud y para darles proteccién continua contra las enfermedades y contra el hambre. 
Actualmente el UNICEF entra en el terreno mas amplio de las necesidades sociales 
de los nifios. Pero por cada nifio que se beneficia de la ayuda hay por lo menos 
otros 10 que la necesitan y algunos de los que la reciben en un aspecto determinado 
también precisan asistencia en otro. 


7) La ayuda del UNICEF depende de las solicitudes formuladas por los paises 
beneficiarios y de la cooperacién de los mismos. La orientacién de esta ayuda 
requiere cada vez mas que los gobiernos, las organizaciones y los individuos conozcan 
cada vez mejor las necesidades de los nifios. Para comprender y satisfacer estas 
necesidades hay que realizar incesantes investigaciones y estudios. 


8) En esta esfera de responsabilidad siempre distinta y cada vez mayor, el 
UNICEF ejecuta su programa como una de las organizaciones que integran la 
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familia de las Naciones Unidas. El UNICEF mantiene estrechas relaciones con los 
departamentos de las Naciones Unidas y los organismos especializados pertinentes, 
y combina sus esfuerzos con los de estas organizaciones para aplicar los 
conocimientos y la ayuda material a mejorar la suerte de la humanidad. 


9) En los ultimos afios el UNICEF ha asignado anualmente, por término medio, 
créditos por valor de 25 milliones de délares para la asistencia que presta a los paises 
beneficiarios. De dicha suma los gobiernos contribuyentes han aportado 19,5 
milliones de ddlares, en tanto que 3 milliones de délares se han recibido de otras 
fuentes, y el saldo ha procedido de devoluciones y reservas. En estos calculos no 
se tienen en cuenta las contribuciones hechas en especie (sobre todo de leche descre- 
mada en polvo) por ciertos gobiernos a los pueblos de los paises menos desarrollados. 
Al mismo tiempo, los propios gobiernos beneficiarios han destinado anualmente, 
por término medio, 58 millones de délares por concepto de contribuciones “‘paralelas” 
para la ejecucién de los programas que reciben ayuda del UNICEF. 


10) Las contribuciones de gobiernos, organizaciones y particulares constituyen 
los medios que permiten al UNICEF hacer frente a sus crecientes responsabilidades 
y oportunidades y seguir sirviendo al numero cada vez mayor de nifios necesitados 
en un mundo en paz. 


11) En vista del reconocimiento cada vez mayor de las necesidades de la infancia 
y de los crecientes recursos de los paises que aportan su contribuci6n, se cree que los 
gobiernos han de tener en cuenta el estimulante llamamiento formulado por la 
Asamblea General de las Naciones Unidas en su decimocuarto periodo de sesiones, 
movidos por la nobleza de esta causa humanitaria, asicomo por la irresistible seguridad 
de que toda inversion en el bienestar de la humanidad representa beneficios econdmicos 
trascendentales. 


Tomado del Informe de la Junta Ejecutiva del UNICEF, marzo de 1960 (£/3336) 





*x Two Outstanding New Editions of Books for Nurses x 


MEDICINE FOR NURSES SURGERY FOR NURSES 
By JAMES MORONEY, M.B., CH.B., 
By M. TOOHEY, M.D., M.R.C.P., — F.R.C.S.(ENG.), L.R.C.P.(LOND.). 
Fifth edition: 683 pages; 285 illustrations Seventh edition: 804 pages; 676 illustrations. 
30s. 32s. 6d. 
“This textbook can be thoroughly recom- “A book which all surgical nurses should 


mended as an investment to earn success in an possess."— Nersing Mirror. 
y “*A complete reference work in which the 


examinations the student may attempt, and subjects of surgical practice and surgical 
the gratitude of the patient to whom she nursing have been skilfully combined.”— 
administers.”-— Nursing Mirror. Australian and New Zealand Journal of Surgery. 


* EE. & S. LIVINGSTONE, LTD., TEVIOT PLACE, EDINBURGH 1 x 
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* What Can The Quadriplegic Do? 


R. G. Wilkins writes from the Paraplegic Unit, North Shore Hospital, Sydney, 
Australia 


WO and a half years ago I became a Quadriplegic, through an argument with a 

semi-trailer. During the first few months I alternated between the darkest kind 
of dejection and liveliest hope. I just would not believe that my body was not going 
to obey my will again. Even in the darkest hours I was always more than willing to 
do as much as possible to help myself. 


I found the difficulties almost insurmountable. In the first place, during those 
early months, I was being nursed in a busy surgical ward, where there was continual 
activity, sick accident cases, and surgical cases. Being close to an extra space in the 
ward, getting an extra bed put in to take that inevitable overflow (usually not a very 
sick person fortunately) and more often than not an overflow of friends, who were 
usually full of energy, my bed often got a thorough bumping around. Even the 
noises made by the crowds of visitors added to my misery. 


All that I could use was my head, eyes, ears and taste. Sensation of touch was 
out, also the ordinary emotions of pleasure appeared to be in some inexplicable way 
interfered with. For instance, on hot summer days, a cool southerly breeze just did 
not exist as far as I was concerned. There was just the ward, four walls and a ceiling. 
I’m sure that as I look back, that I would have been helped greatly and uplifted 
by even a glimpse of a bit of blue sky. To be in the one position week after week just 
staring at a wall, and beds and more beds is about the most frustrating and boring 
occupation that I know of. No, not occupation, just filling in time. Then, too, I 
always had the feeling that I was very much in the way. There just was not time enough 
to feed me and do all the various little bits of titivating which are necessary in an 
ordinary everyday life. 


THE HARDEST LESSONS 


I learnt a lot of useful things in those early months; one of the hardest lessons 
was, and I’m afraid still is, how to give up striving to be independent, and to ask for, 
and accept graciously, that help which is offered to me. I don’t mean that one must 
let others do everything that has to be done. The very opposite is to be striven for. 


However, after many difficult months, I was finally transferred to a very lively 
Rehabilitation Centre in the heart of the city. At last I felt I was in the right place 
and from then on life had a new meaning. I was introduced to many folk like 
myself, in need of rehabilitation of some sort or another. I learnt to use what I had 
and to try to develop those things which were left. It was not easy, but I don’t know 
of anything which gave so much, in terms of real achievement. 


After some months of gradual but satisfactory progress, I became aware of a new 
need. Months of boredom and frustration had damaged my mental equipment. 
I felt I needed mental rehabilitation as well as physical, and I said so. The doctor 


Extracts from articles published in The Cord, Vol. 12. No. 1, and reprinted by courtesy of the 
Editor. 
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and various therapists got together and the upshot of their talks was my first trip 
out inacar. It was a very thrilling and exciting evening for me. I was introduced to 
a gathering of people who, like myself, were having a battle to find themselves and 
to live a useful and happy life. It was a wonderful and interest-packed evening 
which gave me food for thought for many weeks, good constructive thinking. I 
badly needed an active mental outlook to help take care of such a badly handicapped 
body. 


In order to establish a healthy, happy way of life the quadriplegic person must 
never be left for any length of time without some form of occupation or amusement. 
One of the most frustrating things that I know of is to be stuck in front of the same 
expanse of blank wall, day after day, without any way of escape. I, personally, feel 
that I should not let my hands and arms remain idle for too long. I would suggest a 
low sort of table that could be quite easily set across the patient when in bed or 
across a wheelchair. This table should have a ledge all around, so that articles will 
not easily fall off. Then again, position is also very important, and particular to 
each individual. I just cannot feed myself unless I am sitting almost as straight as 
possible. Because of the weakness of my fingers, grasping and picking up small 
articles is always a great problem. Here, again, position is of great importance. 
There is only one way to get any sort of result and that is by sheer, cussed, dogged 
determination to achieve something worthwhile at any cost. The alternative is any- 
thing but alluring—sit or lie and stare into space for the rest of your life. No, even 
if the sum total is small it’s better than rustication. 


Then regarding meals. No effort should be spared to help a quadriplegic to 
learn to manage his meals, either alone or with some assistance. There are many 
gadgets which make it possible. I can manage most foods with the assistance of one 
single tool, a splade, a wide handled, spoon-fork arrangement, quite light and easy to 
use, as well as being quite attractive to look at. Until quite recently drinking has been 
my greatest difficulty, especially anything very hot, but now even that has been over- 
come. A plastic container with an inner one of fibre glass is the answer. Because we 
cannot feel either hot or cold it would be very dangerous to attempt to lift an ordinary 
cup or mug, but this one that I now use is quite safe in this respect, as the outside 
container acts as insulator. 


There is, however, one unfortunate and unpleasant burden which is common 
to both the quadriplegic and the paraplegic, that is most persistent. It’s just as 
annoying to others as well as the patient. It’s a form of the most unaccountable and 
unpredictable depression that I have ever encountered. It seems to come without 
reason or warning; without cause or desire. I have tried to fight it, without much 
success, but I have proved that occupation is about the best cure, or shall we say, 
deterrent. 


During the past twelve months I have learnt to type, making the writing of this 
article possible, have made woven scarves and sets of dinner mats, also feed myself. 
With assistance, I have been able to do a little bit of cooking. 


Anyway, let’s take up the challenge all quadriplegics, and try to build something 
for ourselves and for the world. Work hard to justify what is being done for us. There 
must be a place for us in the world, seeing that we are still in it and part of it. 


56 








DECEMBER, 1960 


* An Australian Quad 
Goes Caravanning 


Ron Maddy writes from Adelaide, South Australia 





ARAVANNING per wheelchair is good fun and provides a person with very 
suitable accommodation, which is usually the biggest problem when travelling. 


I am a quadriplegic and depend solely on my wife Helen for help, so when we 
decided to design a caravan there were many problems as I use a fairly big propelling 
type of chair. We decided we needed a 14 ft. by 6 ft. 6in. van. We have equipped 
it with a 4 ft. bed across the front, with an 8 in. rubber mattress, and a built-in tele- 
scopic bar above the bed for lifting. 


We have ample cupboard and wardrobe space, and a double door with ramp 
allowszentry. Provision is made in the floor of the van to fix my chair while travel- 
ling; we tow the caravan with a Holden Station Sedan. 


After making up my mind to go to Western Australia for treatment, we decided 
this was a good opportunity to build a caravan and to tour some of West Australia 
before crossing the Nulabor Plain on our way home. 


The trip to Perth per Viscount was quite a thrill, having been a R.A.A.F. pilot 
and not done any flying since being a quad.—14 years. Helen drove the car and 
railed the caravan to Perth when my stay in hospital was nearly complete. After 
I had spent ten successful weeks in hospital we lived for another ten weeks in the 
caravan before arriving back in Adelaide; during that time we travelled 5,000 miles. 


Our first tour of the State was to the south of Perth, travelling 1,000 miles in a 
fortnight and seeing some beautiful country. I might add here that the West should 
be proud of its beautiful timber. We will always remember the huge Jarrah and 
Tingle trees, especially the tremendous Tingle that had been burnt out and only the 
shell holding it aloft; this was big enough to drive our Holden inside. 


The van was working out better than either of us dreamed it would, and the 
things we liked best of all was being so very independent for accommodation, and to 
be able to pull off the road and stop for the night when we felt that we had travelled 
enough for one day. 


After a fortnight’s stay at Rockingham, a seaside resort just south of Perth, we 
toured as far north of Perth as Geraldton (320 miles)—a town which is noted for 
its crayfishing industry. The cray tails are cooked, deep-frozen and exported mainly 
to America. Note: No tinned food here!!! We returned to Perth by an inland high- 
way and on the way spent a most enjoyable weekend on a farming and grazing 
property. 


We felt now that we were expert caravanners and were ready for the 1,800 mile trip 
back to Adelaide. On our homeward trip we spent four days at the gold-mining 
towns of Kalgoorlie and Boulder—once separated towns but now grown together 
over the Golden Mile and having an approximate combined population of 30,000. 
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Our hosts (the Mayor and Mayoress of Boulder) were able to show us the many 
interesting features of gold-mining and to tell us much of the history of the towns. We 
then spent another two days at Norseman, another mining town. Up to here we 
had travelled on bitumen roads and taken the journey in very easy stages. 


After leaving Norseman we entered on the loneliest stretch—to Cedune in South 
Australia (760 miles). There are several places where fuel is available and light meals 
if desired; these places are big station properties and serve any traveller who may pass 
through on the Eyre Highway. The longest stretch between fuelling points and help 
if necessary, is 140 miles; there are two stretches of this distance and should a person 
need help, one waits for another passing motorist to take a message. Cars are fairly 
scarce—on two consecutive days we only saw 4 and 6 respectively in the 24 hours. 


Between Madura and Eucla, the road travels 112 miles perfectly flat on a lower 
level, having come down a steep pass of about 500 feet at Madura. At Ceduna we 
quickly ascended to the higher level again, where we had a beautiful view out over the 
Great Australian Bight. 


The only trouble we encountered from the time Helen left Adelaide with the car 
until we arrived home, was two punctures—one in the car and one in my chair tyre. 
This turned out to be a very enjoyable trip taken in easy stages, and to any fellow 
quad. or para. I recommend the life; even our pet fox terrier dog and budgie thrive on 
the travelling! I would like to say, none of this would be possible for me without 
Helen who, you will have gathered by now, is very capable. In some ways we are 
sorry to be home as we enjoy caravanning very much and we have already decided to 
travel as far north as Cairns in Queensland next winter to miss some of South 
Australia’s freezing weather. 

The Cord, International Journal for Paraplegics, quarterly, 6/6d. per year, including postage, 


from Stoke Mandeville Hospital, Aylesbury, England. Nurses should make a note of this journal 
in the event of their nursing paraplegic patients.—Editor. 





Jdeas 


N the Philippine Journal of Nursing of July-August, 1960, Mr. J. C. Bacala, Dean, 
University of Santo Tomas College of Nursing, writes of the function of the 
Journal Club in collegiate nursing. A Journal Club, he says, among many other values, 
encourages professional reading, teaches selection and evaluation of articles of im- 
portance, allows comparative studies on local and foreign centres. In application to 
nursing education, such a club is also most stimulating. New ideas are discovered, 
new methods discussed, and each member of a group gains practice in discussion, 
thereby improving communication skills. 


We would like to suggest that the article ‘‘ Nurses under Stress ” published in 
this Review on page 9, might be selected for discussion at your Journal Club. 
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Notes 
IN ARABIC 


Miss A. Pfirter, head of the Medical Personnel Section, Comité International de 
la Croix-Rouge, Geneva, informs us that the book Training Course for Red Cross 
Nursing Auxiliaries and Voluntary Aids has now been published in Arabic. It is 
already available in English, French and Spanish. 


* WEISHEIT ’ 


Der Weltbund der Krankenschwestern (ICN) hat von der Deutschen Schwestern- 
gemeinschaft den im Druck erschienen Originaltext von Schwester Elfriede Heldt’s 
Aufsatz zugeschickt erhalten. Er wurde, seinerzeit, fiir den internationalen 
Wettbewerb geschrieben und von der ICN Priifungskommission mit einer ehrenvollen 
Erwahnung bedacht. 


Schwester Elfriede Heldt wahlte als Thema das Leitwort “* Weisheit ’’, dass uns 
Mademoiselle Bihet als scheiden de Prasidentin anlasslich des letzten Kongresses 
des Weltbundes der Krankenschwestern in Rom 1957, gegeben hat. Wir haben 
uns aufrichtig gefreut, diese Arbeit nun im Originaltext (deutsch) lesen zu diirfen 
und gratulieren die Verfasserin herzlich. 


Das Thema ist bestimmt ein Schwieriges! Wie wenig Menschen versuchen sich 
mit der tiefgehenden Bedeutung dieses Wortes ernsthaft zu befassen! Wir stossen 
da auf vor- und nachchristliche Weisen, die uns aus der Weltgeschichte bekannt 
sind. Die Schreiberin stellt sich die grossen Fragen: ‘‘ Was ist Weisheit?”’. ‘* Was 
bedeutet das Streben nach Weisheit fiir die Krankenschwester? ’’. Schwester Elfriede 
Heldt versucht selbst ernsthaft und in weisheitsvollen Streben in ihrem Aufsatz auf 
diese Fragen eine Antwort zu finden. 


Wir mochten hier der Verfasserin nochmals herzlich danken fiir ihre interessante 
Arbeit, die uns eine seelische Bereicherung bietet. Gleichzeitig méchten wir der 
Prasidentin der Deutschen Schwesterngemeinschaft, Frau Oberin Ruth Elster, sowie 
die Sekrétarin Frl. Hildegard Twelsiek, unseren besten Dank aussprechen fiir 
die liebenswiirdige Zustellung dieser Broschiire. 


EASIEST DISEASE TO PREVENT 


It has been claimed that endemic goitre is the easiest of all known diseases to 
prevent yet iodine prophylaxis is not universally accepted by the public. Experience 
over a number of years in mass prophylaxis with iodised salt is now available from 
several countries. Inexpensive and comparatively simple processes give a suitable 
grade of stable iodized salt. In all cases substantial drop in the goitre rate has accom- 
panied increased consumption of the salt and toxic side effects have never been proved. 


Iodized salt was first introduced in Switzerland in 1923, and by 1943 it was 
estimated that 90 per cent of all the salt consumed in the country was iodized. In 
Lausanne, the percentage of schoolchildren with normal thyroids rose from 42.3 in 
1923 to 99.3 in 1937, and since 1930 no child has had a visible goitre. 


“‘ Endemic Goitre”, WHO Monograph Series No. 44 (1960). Price £2, $8.00, Sw. fr. 24— 
cloth bound) 
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MIDWIVES CONGRESS, ROME 


Miss D. Irene Copcutt, Matron, Queen Victoria Maternity 

Hospital, Johannesburg, South Africa has sent us this 

excellent account of the 12th International Congress of the 

International Confederation of Midwives held in Rome, 
October 2-7, 1960 


HE Rome Midwifery Congress is over and one can now reflect on a week packed 
from morning to night with incident, seeing something of the overall pattern 
and the highlights. 


The lasting impression is of the very real value of these congresses both to the 
profession and to the people we serve. All international gatherings where people 
meet, learn of each other’s problems and get to know something of each other ina 
situation completely divorced from politics of any kind must make a contribution to 
world peace. Here we learn that our problems are not as a rule peculiar to ourselves, 
we also learn that others have even more difficulties than we have. In hearing how 
another country has solved a problem we may find a solution to one of our own. 
Everyone has something to contribute and something to learn. 


The Congress was held in the E.U.R. Congress Palace, where the main hall 
seats eleven hundred. One thousand midwives had booked, but we were surprised 
to find when we arrived on the opening day by special bus, that the ordinary seats 
were full and extra chairs had already been brought in. By the time the congress 
started the hall was packed, with people sitting on the stairs and standing round the 
walls. 


We were all distressed that Miss Erup of Sweden, President of the International 
Confederation of Midwives (ICM) had fallen and broken her leg in Rome a day or 
so earlier and had been flown back to Sweden. However Madame Jay of France, 
the Vice-President, presided and condolences and good wishes for a speedy recovery 
were sent to Miss Erup. 


WHAT OF THE FUTURE? 


The opening address, on the theme of the Congress, was given by Professor 
Sarwono Prawirohardjo, of the University of Indonesia, who is also inter alia a 
member of the WHO Expert Advisory Panel on Maternal and Child Health and 
vice-chairman of the International Committee on Research in the Natural Sciences 
of UNESCO. So, at the first three major congresses of the ICM the opening address 
has been given by an obstetrician from America (1954 in London) from Europe 
(1957 in Stockholm), and from Asia (1960 in Rome). 


The theme this year was The Midwife in the World of the Future. It seems there 
is doubt, in some quarters, as to whether there will be a place for her. The main 
points of the opening address were: 

(a) That the rapid development in technology and industrialization of Western 

Countries is not matched by adequate social and psychological adjustment. 
The developing countries are learning from highly industrialized ones, and 
it is important that this does not have a disruptive influence on their social 
and cultural patterns of society. 
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(b) The midwife, at least in the more advanced countries, is less independent 
than she was and is now a member of ateam. Only three specialist health 
workers are competent to provide maternal care of a high standard, the 
obstetric specialist, the general practitioner obstetrician, and the midwife. 
At the first two cannot possibly do all the work a large proportion will 
always have to be undertaken by midwives and no one is better fitted to be 
with a woman in labour. 


(c) The midwife has an important function as a health worker; in the developing 
countries she is the backbone of all maternal and child health work. 


The speaker was convinced that the place of the midwife in the future is assured 
because of the fundamental fact that she is needed and the need for her will remain 
unchanged. 


The subject was then divided into three main sections; these were then again 
subdivided and the various aspects were covered by papers presented by 21 countries. 


The three main divisions were: 

(1) The effect of the changing pattern of civilization on the work of the midwife. 
(2) The effect of scientific development on the work of the midwife. 

(3) The educational role of the midwife in relation to the family and the individual. ' 


All these papers were read in the first two days. It was heavy going especially 
as some took considerably longer than their allotted time. 


Ghana put up a most interesting paper on the lines of the first point of the opening 
address explaining the value of the ‘ extended family ’ and the danger of its breakdown 
under the impact of Western ideas. The need to maintain what is good in the tradi- 
tional, to modify where necessary and to eliminate only the bad, was stressed. 


We learned of developing countries, struggling against great odds, with varying 
degrees of success, to provide adequate services, and of others where the tendency 
to hospitalization has led to an alarming fragmentation of the maternity services and 
where the midwives feel that their very existence is threatened. It was interesting, 


% COP DEVO OOO DT WHI DFO OSH OGWHT OTH OFT © 


Thoracic Surgery for Physiotherapists 


GLADYS M. STOREY, S.R.N., F.C.S.P. 
With a foreword by N. R. Barrett, M.Chir., F.R.C.S. 

In this new edition the author has made a number of additions to bring the 
information up-to-date and new illustrations have been added. 
‘““ This excellent book written by one who is both a trained nurse anda , 
physiotherapist, is intended for physiotherapists whose work includes the 
treatment of patients who undergo thoracic surgery. It should, however, be 
studied by all other members of the thoracic surgical team.”—NURSING ° 
TIMES. With 18 photographs and 18 drawings. 2nd edition 1960. 12s. 6d. 
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against this background, to hear from America, where the midwife has been almost 
extinct for a long time, that there is a strong move towards training and using them 
in that country and that there are in fact 400 there. (It was suggested by them that 
the term nurse-midwife be used for those with both nursing and midwifery qualificat- 
ions but, while satisfactory in America where everyone who does a midwifery 
training intends to use it, it would present difficulties elsewhere). 


After the papers had been read the conference broke up into groups for 
group discussion on the various aspects of the theme. These discussions were a great 
success. Everyone had an opportunity to make a personal contribution, and the 
results were excellent. This was an excellent innovation and we hope that the final 
reports that come from the groups will be published for they covered a wide field 
and were most valuable. 


It is not easy to sum up a week’s work in one short account but the following 
are some of the major points made: 


The midwife needs to defend her professional interest for she will make no 
contribution to the future if her own position is progressively weakened. 


Some nursing training is necessary for all midwives and public health training 
is also desirable. 


Continuity of service is necessary if the best service is to be given to the mothers 
and their babies. 


Also discussed was the broad sphere of influence of the midwife and the training 
necessary for her to meet its demands. 


At the final session the following resolutions, submitted by Sweden, Great 
Britain and Spain respectively, were supported: 


(1) That the ICM should inform WHO that the ICM deplores the fact that there 
is no midwifery officer at WHO level. 


(2) That all national midwives associations should press for the appointment 
of a midwifery officer at ministerial level in their own country. 


(3) That the ICM should urge the World Health Organization to advise all 
member countries that in all centres where prenatal and postnatal consulta- 
tions are carried out midwives should always be employed. 


No mention has been made of the social functions, the cocktail parties, the banquet 
or the sightseeing, all of which were most enjoyable and I am sure everyone wished 
that they had had more time to explore the fabulous city of Rome with its over 2,000 
years of history and so much of beauty. 


Everyone left feeling that conferences such as this are very worthwhile and with 
gratitude to all those who undertook the enormous amount of organization that must 
go into making such gatherings successful. 


The New President is Senorita Garcia Martin of Spain and the next meeting 
will probably be in Madrid. 
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FAMILY HEALTH AND WELFARE 


Administration of Community Health Services 
Professor C. FRASER BROCKINGTON, University of Manchester 


DMINISTRATION in health and welfare must be governed by the same basic 
principles as the administration of any other service or organization. It is a 
means to an end, an aid to business. 


There are three directions in which the administrator in a public health service 
needs particularly to apply his skill: 


(i) to satisfy those working in the service; 
(ii) to satisfy the local administrative body; 


(iii) to satisfy the public. 


Creating the circumstances in which so many and varied persons can work to 
their own and others’ satisfaction is probably an art rather than a science. It calls 
for qualities which few possess. If it were possible to sum these up in a single phrase, 
it might be said to be ‘ largely a question of feeling for other people’. The job is 
certainly little concerned with giving instructions and much more with making 
people accept responsibility and act upon it (Revans, Bad Homburg). 


One artistic touch which some display to advantage is that of ‘ communication ’. 
The French have a word sympathique, which goes some way to define the personality 
which is most able to get rapport. Whether this can ever be learned is a moot point, 
for it is probably an innate quality. Perhaps prospective administrators should be 
measured by a ‘ sympathometer ’. 


Communication is easiest face to face although it is not impossible in skilled 
hands to do this through the post. Certainly meetings of many kinds create the 
circumstances in which it is most likely to thrive—meetings on the job, in the office, 
with groups of workers of the same and different disciplines. Meetings between 
administrators in the different branches, although so often omitted, are indispensable. 


Familiarity with local conditions is a sine quanon. This calls for frequent journeys 
into the field and it may mean that the office desk is best used for resting the weary 
feet after a day in the field. 


If sympathy is the quality most needed by the administrator in his dealings with 
the staff, integrity is what is wanted for dealing with the committee. Special pleading 
may win one day, but it loses others. 


The health and welfare administrator who is already looking in two directions 
needs also to watch the face of his public. The services must be based upon prevention 
and this in turn depends upon understanding what exists and how it came about. 


Further extracts from papers given at the Royal Society of Health Congress, Torquay, England, 
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MENTAL HEALTH 


The Place of the Family Doctor in the Psychiatric Team 
Dr. C. A. H. WATTS, Leicestershire, England 


HE family doctor is a personal physician to each member of his practice. His 
job is to care for each individual from the cradle to the grave, for any kind of 
malady, physical, mental or social, and he is available in all kinds of weather, at any 
hour of the day or night. He is a comparatively modern member of society, and his 
status reached a peak of importance at the end of the last century and early in this one. 


Never in the history of medicine has the family doctor had such useful weapons 
with which to fight disease and suffering. We know far more about disease than our 
predecessors of 50 years ago, but our prestige is not nearly so high. Our status has 
fallen because we have been misled by the power of our new tools. We have largely 
forgotten and ignored the ancient sources of our power. Besides the drug, the patient 
needs the personality of the doctor behind it. One source of comfort does not exclude 
the other—they must be added together and used together. 


In what way can the general practitioner take his place in the psychiatric team? 
What are his functions? I want to confine myself to four duties, all concerned with 
mental illness, which I think are the most important: 


(1) he is the most important centre for early diagnosis; 


(2) he is the co-ordinator-in-chief between the patient, the consultant, and 
all the medical auxiliaries; 


(3) he is or should be largely responsible for after-care; 
(4) he has an important function in the care of the elderly. 


We must recover our skill in human relationships and the family doctor needs to be 
a jack-of-all-trades and a master of one—personal medicine. 


The suggestion that general practitioners were the front line of defence is not 
really true. The front line always has been and always should be in the community 
itself. One of the faults of the welfare state is that it tends to absolve people of 
responsibility which is theirs by right. It is not good medicine to make people dependent 
on the doctor, the district nurse, or the social workers. We are there to help in 2 
crisis, but as far as possible people must be taught to stand on their own feet. A 
certain amount of illness must be cared for at home and without reference to the 
family doctor. On the other hand the general practitioner must always be accessible 
so that patients can, if they think fit, discuss with him any symptom they like from the 
most humdrum to the most bizarre. 


Treatment for mental illness is a comparatively new thing. A mere 30 years 
ago there were only lunatic asylums which had no treatment to offer beyond custodial 
care. In those days relatives were reluctant to approach any doctor because he had 
little to offer, and family doctors looked upon certification as a last resort, something 
to be avoided at all costs. All this has now changed, but the fear of the psychiatrist 
and the mental hospital lingers on in the community, and we family doctors have 
got to re-educate people, to encourage them to accept the psychiatric services in the 
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same way as they do other branches of medicine. The public are in fact changing 
in their attitude, but it will be another decade or more before the bogey is laid. 


I feel that we are too fatalistic about mental illness in our aging population and 
that possibly more can be done to help these old folk than we realize. A Dutch 
general practitioner told me that there was a school in Holland which advocated a 
vigorous rehabilitation course for such cases, and that if caught in the early phases, 
progressive disease could be checked if not halted. Such patients were admitted to 
hospital for a prolonged course of rehabilitation. It seemed to me like a modified 
commando training in social activities. There were talks, tea parties, games, and 
cinema shows, and the old person was persuaded to make full use of his remaining 
powers of cerebration with often the most satisfactory results. I can bear this out 
from experience in general practice. 


Dependence and loneliness are the Scylla and Charybdis of old age. The old 
folk must not be allowed to spend too long on their own, but independence and a way 
of life compatible with their physical capacity must be encouraged. Loneliness is 
probably more dangerous than dependence. 


The thesis of the new Mental Health Act is that the responsibility for mental 
health lies with the community itself and not with the mental hospital services. 
Probably the most useful function of a family doctor is to help the community to 
accept that role. The word ‘doctor’, of course, means teacher. If the general practi- 
tioner can teach families to accept and live with mentally disabled members, and yet 
not be overwhelmed by the difficulties of the situation, then indeed he will be helping 
to make the progressive ideals of the new Mental Health Act a living reality. 





Book Reviews 


REPORT on A CONFERENCE on POST-BASIC 
NURSING EDUCATION PROGRAMMES For FOREIGN STUDENTS 


WHO Technical Series 199, pp. 45. 3 shillings 6 pence, $0.60, Sw. fr. 2. 


In 1959 WHO conducted a conference to which a group of nurses was brought together 
‘to consider how post-basic nursing education programmes for foreign students can 
be made more effective in improving nursing service and in preparing nurses for leadership ’. 
Those nurses who have been fortunate enough to attend such a WHO nursing conference 
know what a rare privilege it is to be a participant—to have the opportunity to enlarge 
one’s visions of world needs and to make friends with nurse leaders who share a common 
concern for improvement of patient care through nursing education, although working under 
widely different conditions. 


To this conference were invited nurses from countries that varied greatly in resources 
and problems: Australia, Burma, Canada, Chile, England, Thailand, France, Iran, 
Switzerland and the United States. Present also were representatives from the International 
Council of Nurses, League of Red Cross Societies, American Nurses Association, Rockefeller 
Foundation, and the International Cooperation Association and Public Health Service of 
the United States. WHO furnished special consultants in pedagogy and anthropology as 
well as valuable assistance from many staff members. Participants also contributed from 
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their personal experiences as international students, faculty members from universities that 
received such students, and as representatives from agencies that later‘employed these 
nurses on their return home. 


The nurse members of the secretariat who edited this report have produced a document 
that merits careful study by all who are concerned with improving such study experiences. 
WHO is publishing sufficient copies to permit of wide distribution, but it will be the responsi- 
bility of nurses themselves to see that it is made available to and utilized by those who are 
in a position to improve present practice. 


Dr. Jim McIntosh, WHO Director, Division of Education and Training, in his introduc- 
tion says: 

‘ This report of the inter-regional conference covers the ground admirably, and the 
suggestions which it puts forth deserve careful study, not only by those who are respons- 
ible for nursing education programmes for foreign students, but also for a far wider 
group of people who are interested in educational questions related to study in foreign 
countries, and the deeper adjustments needed—before the period of study, during the 
orientation to unfamiliar conditions of living and learning, and to a swift and full 
adaptation to the home country on return.’ 


The report states further that: 


‘ Post-basic study abroad is effective in improving nursing when it is related to the 
country’s total development and needs, its economy, education, medicine and public 
health. Plans for post-basic study abroad should be coordinated with similar plans 
for members of other professions, such as doctors, teachers, engineers, and 
administrators.’ 


Distribution of this report to this ‘ wider group of people’ followed by carefully planned 
group conferences can give nurse leaders an invaluable opportunity to increase citizen 
understanding and support for their national programmes in nursing education as well as 
for this particular aspect. Included in such a group of community leaders might well be 
members of allied professions who have themselves been involved in programmes of foreign 
study in many lands and who are in a position to give wise counsel to the student just before 
she leaves home and upon her return. 


Throughout the world nursing, as well as the other health professions, is in a state of 
transition. Today’s nurse leaders never cease to wonder at the rapidity with which the demand 
for improved and enlarged nursing services has increased since the war, and the important 
role which they are called upon to play in civic planning at all levels of government. Through 
WHO and other agencies nurses are being sent far from home as consultants in lands differing 
greatly from their own in culture and economic development. Such nurses must have, 
therefore, education and insights far broader than those usually gained from a technical 
type of preparation or from experiences in one country only. The advantages of securing 
such preparation through utilization whenever possible of the rich education resources 
of institutions of higher learning are pointed up throughout the report. 


The report emphasizes the need to select with great care, students who are sent abroad 
for study—discussing the type of committee that should share responsibility for selection, 
the qualities to be considered in the candidate, the necessity for common understanding 
of the purpose of the study grant and the type of position to which the student will return. 
The country of study best suited to the needs of the candidate requires careful consideration 
by a committee whose members themselves understand the difference in national educational 
systems and cultures as well as in levels of nursing practice. Further concern will centre on 
the choice of the individual educational institution within a specific country, for here again 
there are major differences—as to programmes, resources, insights, faculty preparation and 
interest. At times, the report notes, nurses seem to be sent abroad without sufficient concern 
as to their personal maturity and ability to adjust rapidly to a different culture, or to the 
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lasting changes which such an experience will effect in their own acceptance of their roles 
as women and as nurses on return to their native lands. 


The airplane ticket that transports a nurse from a homeland just emerging from a rural 
way of life and within two days sets her down in a great industrial city where people are 
employed on assembly lines and seem always in a hurry obsessed by strange tensions, is in 
itself a modern miracle. Whether it becomes a powerful instrument for good or ill is deter- 
mined largely by the degree to which the faculty at the receiving institution themselves 
understand the deeper significance of such change and are prepared to give sympathetic 
wise guidance during the student’s first days. Hence this report needs careful study also by 
those who accept international students and who are concerned that they receive only such 
individuals as they have time and ability to help. It is to be hoped that the emphasis of this 
aspect in the report will be sufficient to cause receiving institutions to re-examine their present 
policies critically. 

Ways by which such institutions can increase their helpfulness through correspondence 
and preparation of special literature for use of students previous to their departure from home 
are also outlined. Implied throughout the report are the rich rewards that such efforts bring 
not only to the foreign students but most especially to the participating university faculty 
and student groups. This is no ordinary experience that is being offered and received— 
opportunity to develop life long international friendships, to broaden one’s knowledge of 
world conditions, to strengthen one’s faith in the brotherhood of mankind and in the universal 
desire of people everywhere for acceptance and love—these are rewards that are greatly 
cherished. 


Of gratification to the receiving educational institutions is the fact that sending agencies 
do not wish a lowering of educational standards for foreign students, and differentiate 
between the maintenance of standards and the need for carefully planned orientation 
programmes which permit for a slower pace early in the period planned on an individual 
basis. This too challenges faculties to examine the consistency of their practices and the 
mutual understanding of their objectives. 


Just as the report merits serious study by groups in the receiving countries so too it 
can be helpful to prepare those at home to receive returning students with such understanding 
that they will feel free to make the contributions for which they are now prepared. Citizens 
concerned with hospital and public health administration should join with those directly 
responsible for student placement in studying the extent to which help, such as that outlined 
in the report, is made available to the returning nurse. Follow-up by the educational 
institution of its former students also is recommended as being good for all concerned. 


Attached to the report in the appendix are brief papers outlining experiences in specific 
institutions that offer suggestions as to procedures that have been found useful. 


Finally the report points to the need for continuous joint planning among representatives 
of education institutions, countries, and sending agencies. WHO is to be congratulated 
upon the wisdom of the nurse secretariat that developed this report—it now becomes the 
responsibility of all those concerned with such post-basic programmes so to utilize its findings 
that the objective of improving nursing care to patients throughout the world actually is 
achieved. 

KATHARINE FAVILLE, 
Dean, Wayne State University, 
Detroit, USA. 
STRUGGLE TO RETURN 


By CAROL BUNKER. 
Peter Davies Ltd., London, 1960. pp. 232. 18s. 


This reviewer’s first thought on opening Struggle to Return was—another patient 
abreacting in print. For this is the story of what it means to an intelligent, sensitive and 
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highly individualistic woman to have a brain tumour, to suffer the insidious onset of 
symptoms which transform a natural competence into fumbling forgetfulness; to go through 
the wearisome surgery, and finally the long struggle to return to and be accepted by former 
friends and colleagues. Such a woman undergoing such an experience surely needs to tell 
her story. And the reader’s first irritation turns to compassion, even to shame. 


The writing is factual and all the more striking for that. Hospital staff who are not yet 
too obsessed with professionalism or blunted by ward routine will find much to think about 
and perhaps discuss, in this book. And perhaps we should all occasionally pause to reflect 
and gain insight into what it must feel like to have one’s whole life disrupted by illness. 

ELIZABETH BARNES, S.R.N. 


HOME CARE FOR THE MENTALLY ILL 
HERMAN S. SCHWARTZ. 


Sessions Publishers, Elmhurst, N.Y. (London: Staples Press), pp. 234. $5.00. 


The author crusades for the family’s right to feel capable of successfully nursing mental 
illness at home, rather than passively allowing a hospital to take over. All that is written 
carries with it this sense of dedication—to re-invest in every family a confidence in its own 
therapeutic powers. Advice on how to handle psychotic, neurotic and alcoholic patients 
is couched in simple and practical terms by a doctor who understands how an anxious 
loving family feel. His consideration about the necessity to face angry as well as loving 
feelings towards the patient is important, so that he never underestimates the stresses that 
illness imposes on both family and patient when nursed at home. Dr. Schwartz emphasises, 
as an essential to adequate home nursing, the importance of good relationships within the 
family, between the family and the doctor and, finally, with the community. 


In the chapters on chronic forms of illness the author tries to help the family to be 
realistic and yet able to maintain an attitude of confidence, so that the patient feels 
he belongs and is acceptable. 


One criticism that may be levelled at the book is, perhaps, that the nurse reading it may 
find some of the problems have been oversimplified. Emotional illness in many families 
is often more usefully seen as an illness between people in a relationship, rather than in one 
individual. Therefore this direct statement of helpful advice does not stress sufficiently the 
need to understand the complemental nature of many marriages, particularly in neurotic 
illness and character disorders. In these cases it is often the ability of the spouse or parents 
to see that they themselves need help as well as the ‘ patient ’, that finally turns the scale to 
more adequate adjustment. 


Again the book will have most meaning to those nurses working in countries where 
mental hospitals have become overgrown and rather alarming institutions, where family 
life has been much reduced in importance and where family ties have become fragmented. 
However it must be pointed out that an emotionally disturbed patient can become as much 
‘* institutionalized ”’ in a family that fears to face its own emotional problems, as the patient 
who is admitted to a long stay ward in a hospital. In both cases successful treatment 
depends on the therapeutic drive of the whole group. 


GILLIAN ELLES, S.R.N., 
Research Worker in Family 
After-care, Henderson Hospital, 
Sutton, England. 
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Some of our Contributors 


Miss HILDA HAKIM is Senior Nurse Educator, WHO Nursing Education Project, Tripoli. 
She received her nursing diploma from the American University Beirut, Lebanon, and took 
post-graduate training in Public Health Nursing for one year at Vanderbilt University, 
Nashville, Tennessee. Miss Hakim started and was in charge of the Rural Health Centre 
run by the American University, for five years, where the nursing students obtained their 
public health nursing experience. After further studies at the University of Michigan, Ann 
Arbor, she took charge of the P.H.N. course at the School of Public Health, American 
University, Beirut, for 3 years. Subsequently she joined the WHO Organization and is in 
her fourth year in charge of the Nursing Education Project, Tripoli, Libya. 


KALEEKAL V. MATHEW, s.R.N., R.M.N., Diploma in Psychiatric Nursing, has since 
1955, held the position of nursing supervisor at the Mental Health Centre, Christian Medical 
College and Hospital, Vellore. He graduated with distinction from the Christian Mission 
Hospital, Madurai, S. India in 1942; served in the Army Medical Corps as a junior commis- 
sioned officer and later was in charge of the male side of a mental hospital. From 1951-54 
he undertook post-graduate studies in England in psychiatric, neurological and neurosurgical 
nursing at The Maudsley Hospital, Bethlem Royal Hospital and the National Hospital, 
London. This was followed by further studies in several institutions in Philadelphia, U.S.A. 
under the auspices of the American Nurses’ Association. 


Miss ISABEL E. P. MENZIES is a social scientist qualified in economics, psychology and 
psycho-analysis. For the past fifteen years she has been a member of the staff of the Tavistock 
Institute of Human Relations, where she has been engaged in research, teaching and practice 
in the social sciences. One of her main interests is nursing. She has taken part in inter- 
national nursing seminars with the World Health Organization and in other nurse-training 
activities. She has done research and advised on organizational problems in nursing and 
has been closely associated with a number of colleagues doing similar work. The present 
study referred to in the article Nurses under Stress, arose out of the request for advice from 
a general hospital, which wanted to devise a new method for allocating its student nurses 
to practical work. 








L’ENSEIGNEMENT DE BASE DES SOINS INFIRMIERS 
Principes et Pratiques de Enseignement Infirmier 


Préparé par: 
LA FONDATION INTERNATIONALE FLORENCE NIGHTINGALE 
(1954-1957) 


Publié par: 
LE CONSEIL INTERNATIONAL DES INFIRMIERES 
(1958) 


L’édition frangaise de ce Rapport, publié en anglais en 1958 et vendu 
dans presque tous les pays du monde, vient de paraitre. Nous l’avons fait 
paraitre uniquement pour rendre service aux infirmiéres de langue frang- 
aise et nous espérons qu’elles s’intéresseront a cette édition qui porte sur 
le sujet tant discuté de la formation de base des infirmiéres. 


Le Rapport peut étre obtenu auprés du Conseil International des 
Infirmiéres, 1 Dean Trench Street, Londres, $.W.1., Angleterre, au prix 
de 25 shillings sterling. 
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International Calendar 


1961 
January 8—14 


February 15 


April 17—21 


April 24—29 
May 22—27 
May 22—27 


June 4—10 
June 5—9 
June 9—11 


July 10—14 
July 23—28 
July 24—30 


July 30—August 3 
August 13—19 


August 14—19 


August 21—26 
August 30—September 6 
September 3—9 


September 4—7 
September 10 


September 10—14 
September 10—16 
October 14—20 


October 15—20 


1962 
June 30—July 


July 
September 9—15 
October 22—26 


10th International Conference of Social 
Work 


Conference and Exhibition on Aids and 
Appliances for the Handicapped. Central 
Council for the Care of Cripples 


12th Quadrennial Congress of the Internation- 
al Council of Nurses 


Royal Society of Health—Annual Congress 


5th International Congress of Legal Medicine 
and of Social Medicine 


3rd World Congress for the Prevention of 
Occupational Risks 


3rd World Congress of Psychiatry 
12th International Hospital Congress 


5th Congress of the International Union of 
the Medical Press 


3rd International Congress of Diabetics 
7th International Congress of Otolaryngology 


12th Congress of the International Society of 
Urology 


22nd International Psycho-Analytical Congress 


14th International Congress of Applied 
Psychology 


2nd _ International 
Retardation 


5th International Congress for Psychotherapy 
International Congress on Mental Health 


3rd World Congress of the International 
Federation of Gynaecology and Obstetrics 


10th International Congress on Rheumatic 
Diseases 


9th Meeting of the International League 
against Epilepsy 


16th International Tuberculosis Conference 
7th International Congress of Neurology 


2nd International Congress of Neurological 
Surgery 
4th International Congress of Allergology 


Congress on Mental 


75th Conference of the International Union 
for Health Education of the Public 


11th International Conference of Social Work 
10th International Congress of Paediatrics 


3rd International Congress of Occupational 
Therapists 


Rome, Italy 


London, England 


Melbourne, Australia 


Blackpool, England 
Vienna, Austria 


Paris, France 


Montreal, Canada 
Venice, Italy 
Turin, Italy 


London, England 
Paris, France 
Rio de Janeiro, Brazil 


Edinburgh, Scotland 
Copenhagen, Denmark 


Vienna, Austria 


Vienna, Austria 
Paris, France 
Vienna, Austria 


Rome, Italy 
Rome, Italy 


Toronto, Canada 

Rome, Italy 

Washington, D<., 
U.S.A. 


New York, U.S.A. 


Philadelphia, U.S.A. 


Rio de Janeiro, Brazil 
Lisbon, Portugal 
Philadelphia, U.S.A. 


The items in this calendar are selected from the conference lists of the Council for International 
Organizations of Medical Sciences, Paris, the Union of International Associations, Brussels, and the 
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British Medical Association, London. 
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